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The book is an absolutely new one. It is not a 

sion of any old work, but it has been written entirely anew 

and is constructed on lines that experience has shown to be 

: most practical for a work of this kind. It aims to be 

nplete, and to that end contains practically all the terms 

I modern medicine. This makes an unusually large vocabu- 

Besides the ordinary dictionary terms the book contains 

^ealth of anatomical and other tables. This matter is 

^particular value to students for memorizing in preparation 

}' examination. 

ruck ft( once with admiration at the eompaa tirr. and i 

reccintnend h to our alndenls williout rcserie."— Jau 

fo.M. D., ofJ<girs<:» MidH<il CalUg'. 

"This is ahandypockel dictionary, whieli is so faU andcwnpleieiliatitd 

lame some of ihe inivre ptefemious volumes. " ^-_/oH/-Ha/ e/ tit Ami 

" We Iiart consulted it for tlic meaning of many new and 
E not met witli a disappointment, The dcSnilinns are rx qui sitelj' cleat 
ift, JVe have never found sq much information in so small a spice.^ 
rmjifhtal ef Medical S(knii. f 

Jf^Thifi is a linndy liitic volume that, upon osaminnlinQ, seems tuirlj' lo fa 

if lis tiilf, and lo contain a vb^I amount of information in n Teiy 
11 space. , . ' - It is somewhat Eurprising thai it contains so iminyof llie rarer 
IS used in meUitine.' ■—Buikliii Johm IlapUm JImpilal, Baltimore. 
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PREFACE TO THE FOURTH EDITION. 



The form of the Question Compend, the arrangement of 
its contents in questions and answers, seems too often to sug- 
gest but one use — cramming for examinations, lint its con- 
tinued popularity demonstrates that students and readers ajv 
preciate (what was understood from the first by pu])lisher 
and author) that this form lends itself admiral)ly to more 
general and important uses. The most striking advance in 
the form of text-books that has occurred of late years is the 
general use of headings, which indicate at a glance what the 
paragraphs contain. The questions printed in heavy-face type 
serve perfectly the purpose of such headings If well chosen 
they show the scope of the paragraph, or emphasize the im- 
portant idea of the text which is given as an answer. 

The dogmatic statement, which seems so appropriate in the 
answering of a question, may be at variance with the spirit 
of investigation ; but it serves well the purpose of teaching. 
The form of questions and answers conq^els a certain brevity 
and directness, which might easily l)e missed when writing in 
the more common form. 

Again, in referring to a text-book the l)usy practitioner 
comes with a question. To find the information he wants in 
the form of an answer seems natural and satisfa(;tory. Too 
often the question answered in the l)Ook will not be exac^tly the 
question he has in mind ; and yet from the question headings 
and the paragraph answers, he will be able to obtain the in- 
formation desired at least as quickly, as from any pther form 
of statement. 



Q PREFACE. 

While the alteratious made in the present edition are nu- 
merous, they are generally brief. The greatest changes have 
been with reference to the mechanism of accommodation, the 
description of various forms of lenses, the treatment of disor- 
ders of ocular movements, and the account of some of the 
newer therapeutic agents, like argyrol, adrenalin, and dionin. 
Drugs, like stovaine, that do not seem to have positive advan- 
tages over the older remedies that they might replace, and 
therapeutic agents, like the high-frequency current, or the use 
of heated air, the proper applications for which are not defi- 
nitely established, have been omitted. 

As befits the importance of the suggestion, the student is 
once more urged to supplement reading by seeing and doing ; 
or better, to make reading an aid to the actual study of cases. 

EDWARD JACKSON. 

Denver, April, 1906. 



PREFACE. 



In deciding what to include as Essentials of the Kefraction and 
Diseases of the Eye, the writer has been guided by an acquaintance, 
gained in post-graduate teaching, with the needs and desires of the 
mass of medical graduates. For until the time of undergraduate study 
is extended, and ophthalmology made a compulsory branch of under- 
graduate instruction, but few will give it much attention during that 
period. A fair acquaintance with the general principles and facts 
of medicine and surgery is therefore presumed, and starting from 
this, the attempt is made to introduce the student to the essentials 
of this branch. It is also borne in mind that points of anatomy and 
physiology are given in other volumes of this series, which must 
be consulted, if their contents be not already stored for mental 
reference. 

In the relative proportions of space assigned to different subjects 
there are great departures from the average of text-books extant. 
The capital operations of ophthalmic surgery are but briefly noticed, 
and subjects of great interest to the advanced special student are 
passed unmentioned. This is done that the space may be kept for 
that which is of most importance to the student, who, though well 
advanced in the study of certain departments of medicine, may be a 
tyro in this. It is not hoped that all will be satisfied with what can 
be learned here ; but that those who go farther shall find here a 
good foundation for future progress; and that those who cannot 
extend their studies in this direction Ti^ill find the satisfaction of 
their more urgent needs. ^ 

The student cannot be too strongly urged to combine with his 
reading a study of the laws of refraction, as they can be illustrated 
with a magnifying glass and piece of card-board ; and of the appear- 
ance of his own normal eye, with a mirror. And if he can get a 
single normal ftindus to study with the ophthalmoscope every day 
for a month, he has the best opportunity in the world for beginning 

the use of that instrument. 

Edward Jackson. 
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ESSENTIALS OF REFRACTION. 



What is the purpose of the refraction of the eye ? 

To assort the light which enters the eye so that each point 
of the retina can receive light from only one point outside 
the eye, and transmit a single distinct impression. 

What are the dioptric media of the eye ? 

A dioptric medium is any transparent substance. Those 
of the eye are the cornea, aqueous humor, crystalline lens, 
and vitreous humor. The normal retina also is transparent. 

What is the index of refraction of a transparent substance ? 
It is the number indicating the relative length of time that 
it takes light to travel a given distance in that substance. 
Light travels faster in some transparent substances than in 
others ; it travels fastest in a vacuum, but very nearly as fast 
in air. If we take the time required to travel a certain dis- 
tance in air as one, the times required to travel the same dis- 
tance in other transparent media, or the indexes of refraction 
of these media, would be as follows : 

Water, the cornea, or the aqueous or vitreous humors . 1.33 

The crystalline lens 1.45 

Crown glass, used for spectacles 1.53 

Rock crystal, *' pebble" 1.56 

Flint glass 1.70 

Diamond 2.60 

What is a dioptric surface? 

Any smooth surface separating transparent substances hav- 
ing different indexes of refraction is a dioptric surface. 

What is the refraction of light ? 

The change in the direction of its movement that occurs 
whenever it passes obliquely through a dioptric surface. In 
Fig. 1, A-B represents a ray of light piercing obliquely the 

w 
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dioptric surface of a piece of glass at b, aud at that point bent 
from its original direcdoD to the direction b-c At c again 
it passes obliquely through the other surface, and is beut in 
the other direction. When a ray pierces a dioptric surface 
perpendicularly, as the ray h-k, it ia not refracted ; when it 
passes obliquely from a less refractive to a more refractiye 
medium it is bent toward the perpendicular p-p ; when it paseee 
obliquely from a more refractive to a less refractive medium 
it ia l>ent from the per|>e[idicular. The fsteut U) which light 




uf Ughlbj- plale ofglBss v 



is refracted de)>ends on the obliquity nitb which it strikes the- 1 
dioptric surface, and on the differenee between the ind^of ^ 
isfractton of the substance from which it passes and the index \ 
of refraction of the substance to which it passes. 

How is light refracted when it passes through a piece aS ' 

glass with parallel sui&,ces? 

Od entering the k'i^ 't i'' I'*""* lominl (he |)eri>endicular, 

but 00 leavinjr the f[lnas it is bent, to an equnl extent, ^/rom 

the perpendicular, so that its direction after learing the glass J 

is parallel to its direction Iwfore entering it (see Fig, 1). 

What is a prism 7 

L It is a portion of some transparent medium — -for our purposes ' 

■ glass — bounded by plane snrfnces that are inclined to one 

■ another. The inclined suriacea are called the sides of the | 



priara, the augle at which the aides come together is the 
refraeting angle, the part of the prism opposite the refractmg 
angle is its base. 

How is light refracted by passing throngli a prism ? 

It is always refracted toward tlie base of the prism (see 
Fig. 2). The ray is bent toward the perpendicular where it 
enters the prisni, and, after passing through the glass, is bent 
from the perpendicular on jjaesing out, the total effect being 
to bend it toward the hase of the prism. 




What detenmnes the strength of a prism? 

The size oi itw reiractiiig angle, and the difference between 
the index ot retraction of the glass ot nhich it is made and 
the index of refrattiuu ot the air around it. A prism ia said 
to Iw strong «heii it liirus the tight \er\ much from its orig- 
inal course, ami weak wlien it changes its direction but little. 

Hot are prisms numbered ? 

In the old system, still in cummuu use, by the number of 
d^rees in the refracting angle ; in the new system, by the 
eentmdi of deviation they cause in the directiou of the rays 
pasdng tliroiigh them. The oumliers are practically the 
same hy both systems, Tlie prism having a refracting angle 
of one degree produces almost one centrad of deviation. 

"Wliat is a spherical lens ? 

A portion of a dioijtric medium bounded by smooth sur- 
er lioth of which are spherical. The word Iwsb, 
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EEFRACTIOX. 

where u^d aloae, is to be takeu at^ iiieniiiug spherical lene, i 
uolesa otherwise indicated. 

What is a convex lens ? 

One that is thii-litst at the center. It is iuilicated by the 
aign +. 

Wliat iB a concave lens 7 

One that is thinnest at the center. It is iudicated by the I 



What are the different hinds of convex and concave lenses? J 

1. Planoconvex, plane one side, convex the other. 
" " ' " r biconvex, Iwith sides c 




4. Planoconcave, one side plane, the other concav& 

5. Double or biconcave, Itoth s' 

B. Coiivexoconeave, one side convex, the other more con- 
cave. 

i and 6 are also known as peritcopic or menitcus lenses. 
These different forms iire shown in Fig. 3. the first three being 
convex, the last three concave. (See also pp. 40, 42, and 47.) 

What is the optical center of a. lens ? 

The point at which the opposite surfaces of the 1 
parallel. A lens may be regarded aa made up of a aeries of 
prisms, which are weakest nearest to the optical center and 
increase in strength as you go from the optical center. In 
the convex lens these prisms are placed with their bases 
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loivard the optical ceoter; while in the coucave lens they 
have their bases turned from the optical center. 

How does a convex lens re&act the ligbt paBsmg through it ? 

The optical center, acting aa a glass plate with parallel 
sides, does nut chaoge the direction of the rays that pais 
through it. The rays that pass near the optical center, being 
affected aa by weak prisots with the base toward the optical 
center, are turned a little toward the center. Those rays 
piercing the lens somewhat farther from the optical center 
encounter a sumewhat stronger prism with its base tiinied the 
same way, and are, therefore, more decidedly lieot toward the 
center. Those still farther removeil from th» central ray, 
passing where the lens acts aa n still stronger prism are lient 
yet more toward the central ray. In general throughout the 
lens, the farther a my is from the center the more it is turneil 
toward the central riiy. Heni-f the riiys from iill piirla of the 



Kiu. J.— Fui-UHijtiiK ul ILk^K liy 1- cuuvex Iciis. 

' lens are so turned in as to intersect the central ray some dis- 
tance back of the lens. Fig. 4 illustrates the effect of a 
convex lens on parallel rays of light falling U]>on it ; they 
are all made t*) intersect the central ray at f. If, however, 
the light starts from the point f, and falls upon the lens, the 
central ray, as liefore, is not refracted, while the others are 
all bent toward it in such a way that after passing through 
the lens they will all be parallel. The rays are equally 
refracted whichever direction they pasn through the- lens. 

What is a real focus ? 

It is a point at which the rnys that have all started £ta\si.^ 
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single point are brought together again, as by the action 
a convex leuB. Wheu, as io Fig, 4, the rays which fall uj^ 
the lens are parallel, they are regarded as all coming Hn 
one point, which is Bituat«d at au infinite distance. Tl 
point at which the lens brinys parallel raya to a focus is called 
the principal focus of the lens. When we speak of the focus 
of a lens without any qualifying word it is to be understood 
that the principal focus ia meant. 

How does a concave lens refract light 7 

The ray pussinf? through the optical center is not refracted' 
the other raya are all turned from it The concave lens ii 
also to be regarded os ii series of prisms, the weakest near the 
center, the strong^t farthest removed from the ceuter. But 
in this case the prisms have their bases all turned from the 
center, and the efie«t ia to scatter the light, not to concentrate 
it. In Fig. 5 the eHect of the concave lens ia shown. After 
passing through the lens the rays diverge as though they 
iuul originiilly started from the jwint r 



f^l 
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What is a Tirtnal focus? 

Such a point, from which rays apjiear to he diverging alter 
passing through a lens, is called a virtual focus. Il ia a point 
from which rays appear to diverge that in reality sliirt from 
some other point. When rays previously parallel are refracted 
by a concave leus, the point from which they appear subse- 
quently to <liverge is a principal focus of the lens. Thus F 
is the principal focus of the leus in Fig. fl. 

What is the focttl distance of a lens ? 
The distance from a lena to its focus 



J 

It is also called^^^H 



LENSES, 17 

focal length of the lens. The distance from a lens to its prin- 
cipal focus is its principal focal distance or length ; and this 
is what is generally meant when the focal distance of a lens 
is mentioned. 

What determines the strength of a lens ? 

A " strong " lens is one that can make a great change in 
the direction of the rays passing through it and bring them 
quickly to a focus. The farther the rays have to travel after 
passing through the lens before they come to a focus the 
weaker the lens ; the strength of a lens is inversely as its focal 
distance. Now, in order that the rays may be quickly turned 
in to the focus, the inclination of the sides of the lens to each 
other, or from each other, must increase rapidly as you go 
from the optical center toward the margin. The strength of 
a lens, therefore, depends on the curvature of its surfaces ; it 
also depends on the differences between the index of refrac- 
tion of the substance of which the lens is made and the index 
of refraction of the air. 

How are lenses numbered by the inch system? 

Each lens is designated by the number of inches in the 
radius of curvature of its equally curved surfaces if it is a 
biconvex or biconcave ; or if it is of one of the other shapes 
it is given the number of the biconvex or biconcave lens of 
the same strength. Formerly most trial-sets were made in 
Paris and given the number of the Paris inches in their radii 
of curvature ; and it happened that the glass of which they 
were made had such an index of refraction as to make the 
focal distance of the lens in English inches about the same as 
the radius of curvature in Paris inches. Hence the number 
of the lens has very generally been taken as indicating the 
number of inches in its focal distance. 

How do you express the strength of a lens numbered on the 
old or inch system ? 
By a common fraction in which the numerator is 1 and 
the denominator is the number of the lens ; that is, the strength 
of the lens is just the inverse or reciprocal of the number 
which expresses its focal distance. It will be noticed that the 
different fractions expressing the strengths of different lenses 

2 
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will all have different denominators. Hence, in adding or 
subtracting these lenses whenever they were to be combined 
one with another, we always had to work with fractions that 
required to be reduced to a common denominator. 

How are lenses numbered by the new metric or dioptric 
system ? 

A lens that brings parallel rays to a focus at a distance of 
one meter is taken as the unit and called a one-diopter lens, 
written ID. A lens twice as strong is called the two-diopter 
lens, one three times as strong, a 3 D. lens, and so on ; the 
number of the lens expressing its strength. For lenses weaker 
than one diopter, and for those intermediate between whole 
diopters, decimal fractions are used, as 0.50 D. or 2.75 D. 
Hence, when lenses numbered on this system are combined, 
we have only to do with the addition or subtraction of whole 
numbers and decimal fractions. 

How do the numbers given to the same lens by these different 
systems of numbering compare with one another? 
In the following table the first column gives the number of 
the lens according to the dioptric system, the second column 
gives the focal distance in English inches of its exact equiva- 
lent, and the third column gives the nearest equivalent, as 
inch lenses are commonly made : 

Diopters. Focal dist. Old No. 



Diopters. 


Focal dist. 


Old No 


0.25 


157.5 


144 


0.50 


78.7 


72 


0.75 


52.5 


48 


1. 


39.4 


36 


1.25 


31.6 


80 


1.50 


26.2 


24 


1.75 


22.5 


22 


2. 


19.7 


20 


2.25 


17.5 


18 


2.50 


15.7 


16 


2.75 


14.8 


14 


8. 


18.1 


12 


8.50 


11.2 


11 


4. 


9.8 


10 


4.50 


8.7 


9 


5. 


7.9 


8 


5.50 


7.2 


7 



6. 


6.6 


6i 


7. 


5.6 


5i 


8. 


4.9 


5 


9. 


4.4 


4i 


10. 


3.9 


4 


11. 


8.6 


3i 


12. 


8.3 


H 


18. 


8. 


3 


14. 


2.8 


2| 


15. 


2.6 


^ 


16. 


2.4 


2i 


17. 


2.8 




18. 


2.2 


^i 


19. 


2.1 




20. 




2 


25. 


\S\ 




30. 


\:a 





REFRACTION OF THE EYE. 19 

What is the trial-set ? 

A collection of glasses for testing the optical conditions of 
the eye, including pairs of the convex and concave, spherical 
lenses given in the preceding table, the same numbers of cylin- 
drical lenses up to 6 D., prisms, solid disk to exclude one eye 
when testing the other, a pin-hole and stenopaic disks, colored 
glasses, and a trial frame in which any of these may be 
placed before the eye. Sets containing fewer lenses can be 
used by combining two or more lenses together. The lenses 
are usually biconvex and biconcave 1.5 inches in diameter. 
Piano lenses are preferable, and they may be 1.25 inches in 
diameter. 

How would you ascertain the strength of any lens ? 

By finding what lens in the trial-set exactly neutralized it ; 
this would be a lens of the opposite kind, but having the 
same number as the lens tested. When a convex lens is held 
a little before the eye, and moved slowly up and down or 
from side to side, distant objects seen through the lens appear 
to move in the opposite direction. When the same thing is 
done with a concave lens, the distant objects appear to move 
in the same direction as the lens. When, however, we place 
together a convex and a concave lens of equal strength, and 
move them thus, the objects seen through them appear to 
remain fixed in their proper j)osition, just as though seen 
through a piece of plane glass. The absence of motion proves 
that the lenses exactly neutralize. 

REFRACTION OF THE EYE. 

What are the important dioptric surfaces of the eye ? 

The anterior surface of the cornea, the anterior surface of 
the lens, and the posterior surface of the lens. 

How do these surfaces refract light ? 

As so manv convex lenses, and their total effect is that of a 
very strong convex lens. One ray falling perpendicularly 
on the cornea is not refracted, while all the other rays coming 
from the same point are bent toward it, and made to intersect 
it at a focus a certain distance back of the cori\e«^. 
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What is the effect of this focuesing of the light ? 

All the light that ent«rs the eye from any oue point out- 
aide it is collected to a single jxiiut withiu it. Thus in Fi 
6 the rays coining from tbe i>oiut A are all foousaed at tl 
point a within the eye ; in tbe same way all the rays coming 
iroin the point B are f'ocueaed at the [wint 6, This same 
focussing of rays will happen for any uumher of [wints situ- 
ated between these, or on either side of theiu. Now if t^»>g 
sensitive retina, on which the impressions of light are ti 
be so situated that these foci fall exactly upon it, each [ 
of the retina will receive all the light from one point o 
the eye, and from that point alone ; it will therefore trai 
to the brain a distinct impression made by that particutia 
point, and the brain thus receiving separate i 
each point of surrounding objecis is able to disuriminM 
between the different ones presented to the eye at the ai 
time. If, however, the retina lie so situated that tbe rays a 
not i«rfectly focuased upon it, it recei\ea impressions that a 
not perfectly asaorted, but run into each other. 
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What determines the acuteness of vision? 

The sensitiveness of the retina ami connected nervous ap{|S 
ratuB, and the perfection of the focussing of the light OU t' 
retina. When one of these is constant, the acuteness of v' ' 
becomes the measure of the otber. 
How do yon ascertain and record the acuteness of Tisionlj 

The size of the image on the retina is propirtional to ^ 
size and inversely proportional to the distance of tbe olyd 
looked at. This may be uuderstood from an examinatiwtlf 
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Fig. 7, in whicli A-B and G~D roprcBenf objects of the same 
size at differeut iliatances I'rora the eye. Series of test-type of 
differeut sizes are prepared, antl e.ach size is marked witli the 
distance it should be seen by a perfect eye iti good light 
We use these by finding what is the smallest type that can 
be seen at a certain distauce ; and then hy a frat-tiau, of which 
the distance at which the type ii seen is the numerator, and 



I 




the distance it gItovM be seen by a perfect eye ia the denom- 
inator, we express the acutenesa of vision. Thus, if the types 
are seen at fifteen feet, and the smallest that can be made out 
at that distance is that which should be visible at forty feet, 
the acutenesa of vision is Jg. 

When do ve have divergent, parallel, or convergent rays 7 

These tenna, as we use them, always refer to rays coming 
from the same [mint, and rays always diverge from a lumin- 
ous point in every possible direction, and continue in their 
divergent course ao long as no change occurs in the medium 
through which they pass, so that in nature we encounter only 
divergent rava ; the more distant the point from which they 
come, the lesa divergent will be the rays that iiill upon any 
given area, as the Burface of a lens or the pupil of the eye. 
Rays coming from au infinite diatance would be strictly 
parallel, but if they come from a distance of fifteen or twenty 
feet or over they are so nearly parallel that we may call 
them parallel without serioua error, and shall hereafter speak 
(of them as parallel rays. Uays are rendered convergent by 
KpQssiug through a convex lens or hy being reflected by i 
Lcoucave n ' 
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What is the refraction of the eye ? 

Its optical state with reference to parallel rays when the 
crystalline lens is least convex or weakest, as it is when under 
the influence of atropin or as it would be immediately after 
death. 

What is the accommodation of the eye ? 

The power of changing the optical state of the eye by 
making the crystalline lens more convex, causing it to act as 
a more convex or stronger convex lens, and thus increasing 
the total refractive power of the eye. 

When is an eye emmetropic? 

When its retina is just far enough back from the cornea 
and crystalline lens to have perfectly focussed upon it rays 
that have reached the eye parallel, the accommodation being 
entirely at rest. This position of the retina is shown in Fig. 8, 
at E. Emmetropia (proper proportions) is the name given to 
the state of refraction in such an eye ; it is often represented 
by the abbreviation E. 

When is an eye hyperopic? 

When its retina is too near the cornea and lens and the 
light falls upon it before it is focussed, the accommodation 




Fig. 8. Relation of the retina to the focus for parallel rays in hyperopia, 

emmetropia, and myopia. 

being at rest. Such a position of the retina is indicated at H 
in Fig. 8. The state of refraction in such an eye is called 
hyperopia or hypermetropia ; it is represented by the letter H. 

When is an eye myopic? 

When its retina is too far back from the cornea and lens, 
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so that rays which enter the eye parallel are focussed before 
they reach it. Such a position of the retina is shown at m, 
Fig. 8 ; its state of refraction is myopia, represented by the 
abbreviation M. 

What is ametropia? 

This is a general term, including all states of the refraction 
of the eye that differ from emmetropia. The emmetropic eye 
is to be regarded as the standard or perfectly formed eye ; 
and all departures of the refraction from the emmetropic 
standard are spoken of as errors or anomalies of refraction. 

Why does the eye require the power of accommodation ? 

Rays enter the eye with different degrees of divergence, 
proportioned to the nearness of the object from which they 
come ; the more divergent rays need to be turned more from 
their original course, they require a lens of greater refractive 
power to focus them. Hence the need to be able to render 
the crystalline lens more convex when the more divergent 
rays from near objects are to be focussed on the retina. 

How is the crystalline lens rendered more convex ? 

In the condition of rest it is flattened by tension of the 
fibres of the zonule. Contraction of the ciliary muscle takes 
the tension of the zonule off the lens, permitting it to become 
more convex by reason of the elasticity of the lens fibres. 
The increase of curvature occurs chiefly at the anterior and 
posterior poles of the lens, the part exposed in the pupil. The 
convexity of the more peripheral portions of the lens is less 
increased or they may be actually flattened. This diminishes 
the positive or increases the negative aberration of the eye. 

What is the near point ? 

When the ciliary muscle is contracted to the full extent of its 
power, the lens becomes the most convex that it ever can, and 
focusses rays the most divergent that it is ever able to focus 
on the retina. The point from which these rays diverge is 
the near point of distinct vision ; it is often called the punctum 
proximum, and indicated by the abbreviation p,p, Rays 
coming from points beyond p,p, are focussed on the retina by 
less contraction of the ciliary muscle. 
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How do you determine the near point? 

Take test-type prepared for the purpose and hold them 
first at a distance at which they are read most easily, then, 
while the patient continues to read them, bring the type pro- 
gressively nearer to the eye, until he can no longer see them 
clearly. The nearest point at which they are clearly read is the 
point desired. In making this test care must be taken that the 
type are so small as to require perfect focussing in order that 
they should be seen at this distance, and the patient must be 
induced to make the effort and exert his whole accommoda- 
tive power. 

What is the amplitude of the accommodation ? 

The extent to which the exertion of the full power of the 
ciliary muscle is able to change the focussing power of the 
crystalline lens. It is usually expressed in diopters, the strength 
of the equivalent convex lens. It depends on the power of 
the ciliary muscle and the flexibility of the lens. 

What cause paralysis of accommodation ? 

Cycloplegic drugs like atropine, acute diseases, especially 
diphtheria, chronic degenerative disease of the central ner- 
vous system, and reflex influences, especially from nasal dis- 
ease. 

How is the accommodation affected by age ? 

The lens grows year by year less flexible, gradually losing 
its power of becoming more convex upon contraction of the 
ciliary muscle ; until it becomes so rigid that the attempt is no 
longer made to change its shape, and the muscle atrophies. 
The following table shows how the amplitude of accommodation 
diminishes with age. From these averages individuals may 
vary widely. 

Years. Diopters. 

40 6.5. 

4r) 4. 



Years. Diopters. 

10 14. 

15 12. 

20 10. 

25 *•>• 

30 . . . 8- 

35 7. 



50 2.5. 

5-") . . . .1.5. 

60 . . . 0.5. 

65 0. 
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What proportion of the accommodation is available for con- 
tinuous near work? 

About two-thirds of the whole. If an effort is made to 
exert more than this, much of the time, the ciliary muscle and 
nerves governing it are over-fatigued and symptoms of eye- 
strain appear. 

What is presbyopia ? 

The diminution of the power of accommodation by age to 
such an extent as to interfere with the ordinary use of the eyes 
for reading, writing, sewing, and similar near work. 

When does presbyopia usually occur ? 

Between forty and fifty years of age. Reading, writing, 
etc. are ordinarily done at a distance of from twelve to 
eighteen inches, requiring the use of 2 D. or 3 D. of accom- 
modation ; and when the total accommodation has so far 
diminished that this would be more than two-thirds of it, the 
trouble begins. 

What are the symptoms of presbyopia ? 

One of the first is a tendency to hold reading matter further 
from the eyes than has previously been the custom ; things 
requiring particularly accurate vision, as threading a needle, 
or reading very fine print, can no longer be done, except in a 
very good light. After the use of the eyes for close w ork for 
a time the thing looked at is apt to become dim, and it is 
necessary to rest the eyes for a little time. Or there is pain or 
headache after the use of the eyes for near work, or the eyes 
become congested, or even inflamed, after such work ; such 
inflammation is often ascribed to " cold." 

What is the remedy for presbyopia ? 

The use of the proper convex lenses for all near work. 
The lens will do a part of the work which would otherwise all 
devolve on the accommodation. It should be strong enough 
to render it unnecessary to use over two-thirds of the remain- 
ing accommodation. 

How often should the glasses be changed in presbyopia ? 
While the accommodation is still diminishing, they should 
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be chauged at least onue every two or three years ; but aiter- 
the power of altering the form of the crysialliue lena is pretty> 
much lost, ua atler the age of 
fifty-five, they may not need 
chiiiigiiig for u loug time. 

THE OPHTHALMOSCOPE. 

Why does the pupil of the eye 
ordinarily appear black ? 

The fbc-usaiiig or assortment 
of the light that enters the eye- 
allows one part of the retina to. 
lie hrilliimtly lighted up, whils 
another part is in comparative 
darkness. When one looks iDto: 
another's eye the part of th» 
letina he might see if it were, 
lit up is the part that can 
light only from the directioB< 
of hia own pupil, and which^ 
therefore, is receiving very lit- 
tle light at that time. 

What is the ophthalmoscope ? 

An iiii-triiment having 
miiTOr to throw light into th^ 
interior of the eye, and a holsi 
in the mirror, through which' 
the observer can look and set. 
an illuminated part of th^ 
retina ; the rairror is usually 
concave, so as to concentraU 
the light in the pupi! ; the n..._ 
gin of the sight-hole should ba 
il L'onfuaing refleutions from it 




Fin.S.— Theopbthftlinnsci 

carefully hlmlved to j 



What is a refraction ophthalmoscope? 
L One in which a series of convex and concave lenses ar 

I placed back of the mirror iti such a way that either of then 
ft can he brought tu the sight-hole, for the measurement of : 
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various forms of ametropia. As it has to be used very close 
to the eye, it should have the mirror so attached that it can 
be inclined either to the right or left. It should be possible 
to use all the lenses without having to take the instrument 
from the eye to change them. 

Fig. 9 shows a form suggested by the writer. It has the 
lenses arranged in two slides moved by milled projections at 
their lower ends, and by combinations furnishes convex 0.5, 
1, 1.5, 2, 2.5, 3, 3.5, 4, 5, 7.5, and 10 diopters, and concave 
0.5, 1, 1.5, 2, 2.5, 3, 4, 5, 6, 7, 8, 9, 10, 15, and 25 diopters ; 
these constitute a series sufficient for all practical purposes, 
and they are all available without removing the instrument 
from the eye. 

What is the direct method of ophthalmoscopic examination ? 

That in which the observer looks directly at the interior 
of the eye under observation, very much as one might look at 
any small object through a strong magnifying glass. 

What are the relative position of surgeon and patient for 
such an examination ? 

They sit side by side, but facing in opposite directions. The 
lamp is behind the patient, not immediately back of him, but 
rather to the side of the eye to be examined — that is, in front 
of the surgeon, so that the light from it shines on the patient's 
temple and just touches the tips of the outer lashes. To 
examine the patient's right eye the surgeon sits on the 
patient's right, holds his ophthalmoscope in his own right 
hand, and uses his own right eye ; while for the left eye he 
sits on the patient's left and uses his own left eye and hand ; 
this must be done in order to get near the eye to be exam- 
ined. When thus arranged the ophthalmoscope is held so as 
to reflect the light from the lamp into the patient's pupil 
while the surgeon looks through the sight-hole. The area of 
light reflected on the patient's face will have the shape of the 
ophthalmoscope mirror, with a dark spot in the center corre- 
sponding to the sight-hole ; this gap, caused by the sight-hole, 
must be made to fall about on the pupil before the interior 
of the eye will be well lit up. 
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What is the fundus reflex ? 

A general rei! glare, lliut seems to fill tbe pupil ou firq 
throwing the light into au eye with the o])hthaliM 

Wbat can be seen with the ophthalmoscoite ? 

The tranajiarent lueiliaof the eye are iiorniiilly as invisible 
as the air. The retiua, toi>, is uorinally almost perfectly 
transpareut, aud iu eyes with a light fuuiius is also quite 
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FlO. 10.— Fundus 

inyinMe ; in eyes with a very dark cimroid it appears !i 
faint gray veil. The layer of pifjment-epitheliura, helongiDg 
with the retina, though often epuken of as part of the choroid, 
[lartly determines whether the general hue of the fundus shall 
l>e light or dark by the amount of pigment it contains ; and also 
to what extent the choroid back of it shall be visible Wh^ 
there is little pigment in this membrane, the larger ehoroii^ 
vessels are seen through it, forming a network with inte 
that are light if the choroid also is deficient in pigmea^ ^ 
dark when it is more deeply pigmented ; if the retinal p* 
and that of the choroid are both quite lacking, one a 
white sclera. 
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[ What is the optic disk ? 

It is the ocular end of the optic nerve ; Bometimes it pro- 
I trudee a little into the vitreous humor ; it is oAeu called the 
'* optic papilla. Generally there is in its center a depression 
kuowti as a phynio/ogic cup, or cupping of the disk ; this is 
the whitest part of the disk ; arouud it is a pinker zone. The 
nhote disk is light£r colored than the rest of the fundus, 
approaching it in color in very light eyes, but contrasting 
very sharply in eyes that are darkly pigmented ; arouud the 
disk there is geueraliy an iucoiuplete riug of darker brown 
color, due to an accumulation of pigment in the margin of 
the choroidsl foramen through which the nerve-fibers are 
admitted to spread oul on the retina. 




I Descnbe the appearance o 



f the retinal vessels 
lan the f,eueral fundus the vems 
ktteiui! darker than the arteries and of n more (.riuison hue 
They cnniB into \ lew a little to the nasal side ot the center of 
"flie ophe disk, penerally as several branches and the larger 
Dntnches pass upward and lowuward the majority of them 
curMuj; towaul the tcmiwiid side ot the retina 

How do you measure the refraction of the eye with the 
ophthalmoscope ? 
Looking into the e\e hy the hrett method (he different 
e after another trie 1 I efore the siirht hole 
fi found VI hich makes the details of the fundus distinct. 
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when neither the surgeon nor the patient are using any 
accommodation ; in doing this it is best to look at some of the 
fine vessels to the temporal side of the disk, between the disk 
and the macula. 

How are the patient and surgeon to secure relaxation of the 
accommodation ? 

The patient must look off and allow his gaze to rest on 
some dark curtain or shadow where the use of his accommo- 
dation would not enable him to see anything distinctly ; on 
this account the room for such an examination should not be 
very small and should be thoroughly darkened. The sur- 
geon, too, must look as though at some distant object ; the 
power of doing this whenever desired is only to be acquired 
by much practice. 

If more than one lens renders the details of the ftmdus dear, 
which is to be chosen? 

The strongest convex or the weakest concave is the nearest 
right. If the observer's eye is emmetropic, or his ametropia 
corrected, this is the glass the patient needs ; otherwise allow- 
ance must be made for the observer's ametropia. 

What is the indirect method of ophthalmoscopic exam- 
ination ? 

The surgeon keeps his eye a foot or more away from the 
patient's eye, in front of which he holds a strong convex lens ; 
the lamp is placed back of the patient, but the surgeon can 
examine both eyes while sitting on one side of the patient or 
directly in front of him. When the retina has been lit up by 
the light reflected into the eye by the mirror, the light which 
emerges from it is focussed by the convex lens, so that it 
forms an inverted aerial image in front of the lens, and it is 
at this inverted image that the surgeon looks, as in the direct 
method he looked at the retina itself 

What are the respective merits of the direct and indirect 
methods ? 

The former shows the parts in their true relative positions, 
gives a more magnified view of the retina, allows the estima- 
tion of the state of refraction, and, l)y difierences of refraction, 
permits us to measure tlie relative protrusion (as in neuritis) 



ecesBiou (as in glaucomaj of various parts of the fundus. 
The indirect method merely allows us to see a larger part of 
the interior of the eye at one glance, the image being less 
magnified, hut it does not compel one to get so near the 
patient's fat'e ; it is less valuable, and is coming to lie less 
used than the direct method. 

When can the inverted image of tte fundus be seen -without 
any convex lens ? 
When the eye is myopic, the rays from ihe retina are 
focuased in front of the eye, at the distunce from which rays 
would be focugsed on the retina ; at this distance, therefore, 
aJi inverted image of the fundus ia formeiJ ; thus, m Fig. 12, 




the image of A is formed at o, while that of b is formed at b, 
and hy drawing back from llie eye beyond this distance the 
inverted image can be seen. When the eye 18 highly myopic, 
it is easy to examine the inverted image thua formed without 

Wbat is the point of reversal ? 

It is the point at which this 
Closer to an eve than this 
this the inverted image is s 

What is the shadow-test, skiascopT, or retinoscopr ? 

A method of finding the point of reversal by throwing 
light into the eye from a mirror, and by turning the mirror 
and BO causing the light to move about in the eye ; and then, 
knowing the directiou of ila real motion ami noticing the di- 
retition of its apparent molion, aacertaiuing whether the ere«t 
or the inverted image ia aeeo. By trying this at different 



iverted image is formed. 
a its fundus is seen erect; beyond 
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distances and with different lenses, we find out where the 
reversal occurs, and this point of reversal, being the point for 
which the eye is focussed, gives us the amount of myopia. 

How does the light really move on the retina with the 
plane mirror? 
With the mirror ; that is, in the same direction as the light 
area that moves across the face. This is true whether the eye 
is myopic, hyperopic, or emijietropic. 

How does the light in the pupil appear to move in myopia ? 
Closer to the eye than the point of reversal it appears to 
move ivlth the light on the face ; beyond the point of reversal, 
in the opposite direction from that of the light on the face ; 
agaiiist the light on the face. At the point of reversal the 
illumination becomes very faint in the center of the pupil and 
destitute of motion, although the edge of the pupil may present 
a bright reflex with a very distinct motion. 

How do you determine the amount of myopia ? 

The point of reversal is the point for which the eye is 
focussed ; its distance from the eve, which can be measured bv 
the meter-stick or tape, is the focal distance of the lens re- 
quired to correct the myopia ; thus, if the reversal occur at a 
half-meter, there are 2 D. of myopia ; if at one-seventh of a 
meter, 7 D. If we find that the myopia is high, it is best to 
correct part of it by placing a concave lens before the eye, 
then measure the remaining M., and add it to the strength of 
the lens used to find the total M. 

How does the light in the pupil appear to move in hyper- 
opia? 
Always with the light on the face, because the rays that 
come out of an hyperopic eye do not converge and are not 
focussed at any distance in front of the eye. 

How do you determine the amount of hyperopia ? 

Place in front of the eye a convex lens that is strong enough 
to over-correct the hyperopia, and measure how much myopia 
this lens causes ; then, subtracting this from the whole strength 
of the lens, the remainder will be the amount of hyperopia. 
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How do you determine the presence of emmetropia? 

The rays emerging from the eye parallel do not come to a 
focus. So that at all distances the light in the pupil appears 
to move with the light on the face, but on placing a convex 
lens before the eye, the point of reversal is found to coincide 
with the principal focus of the lens, the amount of myopia 
caused by the lens being just equal to its strength. 

How does the light move when the concave mirror is used ? 

The light area on the retina really moves in the direction 
opposite to that of the light on the face ; its apparent motion 
in the pupil is, therefore, just the opposite of the apparent 
motion with the plane mirror under similar circumstances. 
Thus, in myopia, from beyond the point of reversal the appar- 
ent motion is with that of the light on the face ; while in 
hyperopia and emmetropia, and in myopia, when closer to the 
eye than the point of reversal, the apparent motion is against 
that of the light on the face. 

How else is the shadow-test modified by the use of the con- 
cave mirror? 

It is not practicable with the concave mirror to vary the 
distance from the eye under observation ; hence a certain dis- 
tance is chosen, usually about one meter, and by trying differ- 
ent glasses the point of reversal is brought to this distance. 
The glass that does this leaves the eye with one diopter of 
myopia ; and to get the glass which will just correct the ame- 
tropia present and give perfect distant vision, the glass used 
must have one diopter added to its strength if it is concave 
or subtracted if it is convex. 

What are the conditions of accuracy with the shadow-test ? 

The pupil must be sufficiently large, the room thoroughly 
darkened, the source of light brilliant but small (a lamp-flame 
enclosed by an opaque metal chimney, in the side of which is a 
circular opening four millimeters in diameter, is a good source), 
a small sight-hole in the mirror, free from reflexes ; and a lens 
before the eye that will bring the point of reversal to a dis- 
tance of one-half meter or less from the eye. 
3 
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HYPEROPIA. 

What are the advantages of an emmetropic eye ? 

It can see all distant objects clearly without any exertion 
of its powers of accommodation, and has all of its accommo- 
dative power available for the focussing of light from close 
objects. 

What are the disadvantages of the hyperopia eye? 

It cannot in a state of rest see clearly at any distance ; for 
even parallel rays it must use some of its power of accommo- 
dation, and therefore it has so much less focussing power left 
for overcoming the divergence of rays from near objects. 

What is the absolute hyperopia ? 

When the H. is greater than the amplitude of accommo- 
dation, the accommodation is not able to correct all of it ; the 
part that remains uncorrected after all the accommodation 
has been exerted is called i\iQ absolute hyperopia; it is gen- 
erally present when the power of accommodation has been 
diminished by age. 

What is latent hyperopia ? 

When a young person has to use a certain amount of 
accommodation to nee even distant objects clearly, he fre- 
quently is unable to relax his accommodation entirely when 
looking at distant objects, even when this is not required for 
clear vision. The j)ortion of the accommodation thus unre- 
laxed neutralizes and so conceals an equal amount of H., 
which is therefore called latent hyperopia. 

What is manifest hyperopia ? 
All hyperopia that is not latent. 

What is facultative hyperopia? 

The part of the manifest hyperopia that can be corrected by 
accommodation or left uncorrected at will. 

What is the total hyperopia ? 

The sum of the other varieties ; that is, the latent plus the 
pianifest. 
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What are the evidences of hjrperopia or far sight? 

Distant vision is generally distinct until about the age of 
fifty, after that it is more or less indistinct. Near vision is 
more difficult or imperfect ; the symptoms of presbyopia come 
on early, sometimes even in childhood. Headache is very 
often due to hyperopia ; it may be constant or felt only after 
use of the eyes for near seeing. Chronic or recurrent conges- 
tion or inflammation of the eye or its appendages is produced 
by H. All the symptoms are worse in proportion to the 
amount of work the eyes are required to do. On testing the 
eyes, the near point is found too far from the eye for the age 
of the patient, and the distant vision is improved, or at least 
not seriously impaired, by convex lenses. 

What should be done for hyperopia? 

The strongest convex lens should be worn that allows clear 
distant vision ; the most benefit will be derived by wearing 
the lens constantly, but in some cases the help received by 
wearing it for near work alone will be sufficient to give relief 
from all the symptoms complained of, and may be all that is 
necessary. If the selection of the lens is made by looking at 
test-type about four meters from the eye, the lens chosen will 
be too strong for very distant vision by about 0.25 D., and 
this amount should be subtracted from its strength in order- 
ing a distance-glass. If the H. has been measured when the eye 
was under the influence of a mydriatic, it will often be found 
in persons under fifty that after the effect of the mydriatic has 
passed off some of the H. has become latent, and that the lens 
is too strong to allow clear distant vision. If, however, the 
glass is worn, this latent H. will in a few days or a few weeks 
become manifest, and distant vision clear. It is therefore 
best, as a rule, to give the correcting lens of the full strength, 
warning the patient of the temporary difficulty, and promis- 
ing its gradual decrease and disappearance. 

What are the mydriatics or cycloplegics? 
. A group of drugs — atropin, daturin, duboisin, hyoscyamin, 
and homatropin — that when instilled into the eye dilate the 
pupil and render it inactive to light and paralyze the 
accommodation. They also have a powerful toxic action ; « 
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but homatropin are liable to cause dryness of the throat, 
flushing of the skin, and the ordinary symptoms of intoxica- 
tion. (For methods of using these and euphthalmin, see 
formulas at end of book.) 

What are the objections to the use of a mydriatic ? 

It may precipitate an attack of glaucoma in an eye already 
upon the verge of such an attack. The danger of an eye being 
in such a condition is very slight under the age of forty, but 
a careful search for symptoms of glaucoma should always 
precede the use of the drug. Mydriatics will, in a few per- 
sons, cause a conjunctivitis, but commonly only after a some- 
what prolonged use ; the inconvenience of being deprived of 
the power of accommodation is reduced to a minimum by the 
use of homatropin, recovery from which is generally complete 
within two days. 

MYOPIA. 

How is myopia recognized? 

The myopic eye is "near-sighted." Eyes with imperfect 
vision from any cause are liable to be called near-sighted, 
because they can see objects close to them that they could not 
distinguish at a distance. But the really myopic eye can see 
a near object better even though it be proportionately smaller ; 
thus, it may not be able to see the 200-feet type at 20 feet, 
yet read easily the 10-inch type at 10 inches. If the myopia 
is of high degree, the eyeball, when turned in strongly 
toward the nose, is seen to be somewhat elongated. On test- 
ing, the near point is found to be closer to the eye than would 
be expected from the age, and concave lenses improve distant 
vision. 

What are the disadvantages of myopia ? 

Vision is imperfect for all objects that are not very close 
to the eye ; even with so little as one diopter, nothing is 
clearly seen beyond arm's length ; this incapacitates the 
myope for many kinds of business and pleasure, and renders 
him very liable to accidents of various kinds. When the 
myopia is of high degree, close work even, like reading or 
sewing, must be held inconveniently near the eyes, or the 
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head must be bent down to the work in order to see clearly ; 
then, in order that both eyes may be turned toward the same 
point, they must be made to converge very much, causing 
strain of the internal recti muscles, and, if this strain is great, 
the effort to see with both eyes is generally given up and a 
divergent squint is the result. 

What are the dangers of myopia ? 

It tends to increase ; this is due to congestion and inflam- 
mation of the coats of the eye, particularly the choroid, with 
the increased fulness of the eyeball and the softening of the 
coats that attends congestion. But the myopia, by preventing 
distant vision, favors reading and similar occupations that 
produce congestion ; and the excessive effort to turn the eyes 
in, and the bending the head forward to see clearly, increases 
it. Then, too, when the coats of the eye have already been 
somewhat over-distended, they are thinned and give way more 
readily before the distending force. The tendency to increase 
of M. is greatest in childhood ; if once checked, it may not 
return during adult life. High degrees of myopia are almost 
invariably attended wtth serious damage to the choroid, which 
is liable to affect the tissues depending on it for their nutri- 
tion — ^the vitreous humor and the crystalline lens. Hence, 
myopic eyes are very liable to cataract, opacity of the vitre- 
ous, or detachment of the retina ; even if these are escaped, 
the sensitiveness of the retina is impaired, so that even at 
short distances or with the best correcting glasses, vision is 
very imperfect. 

What is to be done for myopia? 

Concave lenses correcting the myopia are to be worn and 
excessive use of the eyes avoided. For all but very high 
degrees of myopia, or M. with imperfect vision from choroidal 
disease or other causes, the lenses correcting all the myopia 
should be worn. For very high M. it is sometimes better to 
leave a little of it uncorrected. When the patient is young, 
having sufficient power of accommodation, the same lenses 
should be worn constantly for near and distant vision. When 
the patient is presbyopic, weaker lenses, adjusted to the amount 
of presbyopia, are required for near work. The kind and 
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^*^*ttte uSdf "^ treatment for myopia, and when shonld 



The removal of the clear crystalline lens. This is ae 
plished by repeated needling, causing absorption in v^ITj 
patients, and by extraction of the lens in older persona •> 
renders the eye very much less myopic or more generally 
hyperopia This does away with the need of strong concavp 
lenses and by giving larger retinal images, increases the 
acuteness ot vision ; it is applicable to cases having over 1 5 
D. of M., and capable of fair vision when this is corrected. 

ASTIGMATISM. 

What is astigmatisni ? 

That defect of the eye that causes rays not to 1^ focussed 
to a point as by a spherical lens, but into one or more lines 
causing a point of light, as a star, to appear as a group of 
lines. 

Wliat is re^lar astigmatism ? 

The error of refraction caused by inequality of the curva- 
ture of the refracting surface in different directions, the curve 
being somewhat like that of the edge of a watch or the bowl 
of a spoon. Usually it is the surface of the cornea that is at 
fault, but the astigmatism may be due to the lens ; obliquity 
of the lens to the visual axis will cause this defect of refrac- 
tion Regular astigmatism is the kind of greatest practical 
imoortance, and it is customary to designate it simply as 
astigmatism; the term "irregular" is used when the other 
kind of astigmatism is meant. 
TTow does the astigmatic deformity of the cornea occur? 

TTanallv it is congenital ; in a small proportion of cases it 
^raduall/ develops during childhood or adult life; it may 
«Lo e produced by disease or injury of the cornea, as corneal 
ulcer Ptery^^^^' ^^c; it occurs after all operations, as cata- 
ract eSraction or iridectomy, which involve an extensive 
corneal incision. 
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What are the principal meridians of regular astigmatism ? 

The direction in which the cornea curves most — the meridian 
of greatest refraction — and the direction in which it curves 
least — the meridian of least refraction. In so far as the astig- 
matism is regular, these meridians are necessarily at right 
angles to one another. Commonly the meridian of greatest 
refraction is nearly vertical and the other nearly horizontal ; 
this is called astigmatism with the rule; when their relation 
is reversed, it is called astigmatism against the rule. After 
cataract extraction the meridian of greatest curvature is perpen- 
dicular to the corneal incision, and the astigmatism is usually 
against the rule. 

What is a cylindrical lens ? 

A lens one or both surfaces of which are portions of the 
surface of a cylinder. While a spherical lens curves equally 
in all directions, the cylindrical has such a curve in one 
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Fig. 13.— Cylindrical lenses. 

direction only, and at right angles to this it has no curvature 
at all. Cylindrical lenses are usually plane on one side ; 
they may be convex or concave; they are numbered, like 
spherical lenses, according to their form or refracting power, 
in the direction or meridian of greatest curvature. The 
direction in which the cylindrical surface has no curvature is 
called the axis of the cylinder or cylindrical lens (see a-a, in 
Fig. 13). To indicate that a lens is cylindrical, the abbre- 
viation cy. or cyl. is placed after the number indicating its 
strength ; thus, 2 D. cyl. 
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How does a cylindrical lens focus light ? 

All along the axis of the lens the two surfaces are exactly 
parallel, as at the optical center of a spherical lens, so that 
the rays which pass through the axis are not refracted at all ; 
the rays that pass through other parts of the lens are turned 
toward the axis, or from the axis, according as the lens is 
convex or concave, and the focus to which they are gathered, 
or from which they are made to diverge, is a line parallel to 
the axis, instead of a single point, as in the spherical lens. 

How does an astigmatic cornea refract and focus light ? 

As with the spherical lens, the ray passing through the 
optical center is not refracted, while all other rays are turned 
toward it, but as the curvature varies in different directions. 





Fig. 14.— How rays are focussed in regular astigmatism. 

SO the extent to which the rays are turned from their original 
courses varies, and the rapidity with which they are brought 
to a focus. In Fig. 14, a-a represents the meridian of great- 
est curvature, and b-b the meridian of least curvature ; in 
the direction of a-a the rays are turned up and down so 
much that they are all brought to the level of the central ray 
at the point f, but in the meridian b-b, at right angles to 
A-A, they are not turned in from the sides so much, and con- 
se(iuently do not come to a focus until they get back to g ; 
that is, the rays all converge, but unequally until they are 
focussed in a line f-f ; then they begin to diverge up and 
down, though still converging from the sides, and this con- 
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tiDues until they come to another focus in the line g-g, and 
then they diverge in all directions ; they are most perfectly 
focussed at one of these two lines, which are called focal lines. 
Nowhere are all the rays brought to a single point. 

How does regular astigmatism affect the seeing of lines ? 

When the astigmatic eye is best adjusted, each point that it 
looks at makes the impression of a focal line on the retina. When 
a line is looked at, if it runs in the direction of these focal lines, 
the focal line of one point overlaps the focal line of the next, 
and so on, making the impression of a distinct line. But if the 
direction of the line looked at does not coincide with that of the 
focal line, the latter, instead of overlapping its neighbor, over- 
laps what should be the space on either side of the line, and 
the effect is that the line is seen not as a distinct line, but as a 
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Fig. 15.— ▲, ParaUel lines as thev appear to the normal eye ; b, the same lines 

as seen by an astigmatic eye. 

broad, indistinct band ; and if there are two such lines close 
together these impressions run into one another, and they 
cannot be distinguished, like those in Fig. 15, b. 

How is astigmatism corrected? 

By placing a convex cylindrical lens before the eye so that 
its curve will supplement the weaker curve of the cornea, or 
by placing a concave cylindrical lens so that its curve will 
partially neutralize the effect of the stronger curve of the 
cornea. In this way all other rays are caused to turn in 
equally from all directions toward the central ray, and the 
focal lines are both brought to a single point. The correc- 
tion of the astigmatism may leave the eye with some uncor- 
rected hyperopia or myopia, requiring the proper s»^Wt\fta\. 
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lens to be combined with the cyliinlrical, making a sphero- 
cylindrical lens. 

Wbat are the different varieties of astigmatiBm 7 

They are showD in Fig, 16, in which c represents the posi- 
tion of an astigmatic cornea, f and o the poaitions of the two 




Fia. 16.— Situation of tbe retina in each variety of asllKmatlam. 



focal lines, and 1, 2, 3, 4, 5, different positions in which the 
retina maybe situated. When the retina is at 1, with both the 
foci behind it, tbe error of refraction is called compound 
hyperopic astigmatism ; when tbe retina is at 2, one focus on 
the retina and the other behind it, it is called simple hyper- 
opic astigmatism ; when the retina, as at 3, lies between the 
two foci, it is called mixed astigmatism ; when the retina is at 
4, one focus on it and the other in front of it, it is simple 
myopic astigmatism ; when the retina is at 5, with both of 
the foci in front of it, the case is one of compound myopic 
astigmatism. 

What are the subjective signs of astigmatism? 

Vision both distant and near is imperfect, but the paljent 
may regard it as perfect ; and, indeed, very troublesome 
astigmatism may esist without bringing vision below what is 
usually called jwrfect. A point of light appears elongat«d in 
certain directions. Lines running in different directions are 
not seen equally well, but the patient may not appreciate this 
until he has had the defect jtointed out Much use of the 
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'S fur either near or ilistmit wciiig caiaes eye-stniiu. 
Visioo is improved by ii cylindrical leiia with its axis in the 
right direction, and nia<le worse by the saute leus with ils 
axis tumetl at right angles tu this. 

What is the ophthalmometer 7 

An instrument for nieaanring the. curvature of the cornea 
liy the size of the images reflet-tetl from its surface. The 
esseutiul jiarls are a telest-ojie, to maguity these imuges ; a test- 




object, the reflected image of which is to be measured ; and a 
doubting prism, which facilitates the measuring. In the 
Javal and Ried i net rum cuts, tlie two beat suited to clinical 
uae, the teatrobject is made variable. In the former, it is the 
distance Iwtween two mires ; in the latter, the diameter of 
the opeoing in an iris diaphragm. The size of the teet-object 
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giving a reflected image a certain size indicates, on a gradu- 
ated scale, the cnrvatnre of the cornea from which the image 
is reflected. By turning the instrument so as to make the 
measurement in different meridians, the direction of the prin- 
cipal meridians of the cornea and the difference of their curva- 
tures is obtained. 

What is the value of the ophthalmometer in measuring re- 
fraction ? 

It indicates accurately the corneal astigmatism. Generally 
this is a little more than the total astigmatism of the eye, 
because the lens usually gives rise to a little astigmatism 
against the rule. By the ophthalmometer, then, we may 
quickly ascertain the direction of the principal meridians, 
and in most eyes approximate the amount of the astigmatism. 
But in a few cases its findings are very misleading, even in 
regard to the astigmatism. It can give no information as to 
the presence of hyperopia or myopia. 

How is astigmatism recognized by the ophthalmoscope ? 

The astigmatic cornea interferes with the vision of the sur- 
geon when he looks in through it, in the same way that it 
interferes with the vision of the patient who looks out through 
it ; it makes the lines running in certain directions indistinct. 
The lines thus rendered indistinct on looking into the eye are 
the boundaries of the optic disk or the retinal vassels. The 
smaller vessels between the disk and the macula are to be 
taken as the test-object. The strongest convex or weakest 
concave lens that leaves the vessels clear in a single direction, 
is the lens required to correct the ametropia in that axis, and 
the strongest convex or weakest concave that leaves the 
vessels clear that run at right angles to the first axis, is the 
one that corrects the ametropia in that direction ; the differ- 
ence between the two is the degree of astigmatism. 

How is astigmatism measured by skiascopy ? 

On account of diflference of curvature, the principal merid- 
ians have their points of reversal at diflTerent distances from 
the eye. Within both points of reversal the light in the pupil 
moves with the light on the face in all directions. At the 
nearer point of reversal the light in the pupil takes the shape 
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of a band extending in the direction of the principal meridian 
to which this point of reversal belongs. This band is readily 
movable with the light on the face in the direction at right 
angles to it, but exactly at the point of reversal no movement 
can be secured in its direction. Going beyond this, a reverse 
movement is seen in the direction of the band, while the 
movement at right angles to this still remains with that of 
the light on the face. This continues until the point of reversal 
for the other principal meridian is reached, where a second 
band appears, its direction perpendicular to that of the first 
band, having a reverse movement perpendicular to its own 
direction, and no movement in the direction of its length. 
Passing still further back from the eye under examination, 
the movement of light in the pupil is seen to be inverted in 
all directions. Measuring the distance from the two points 
of reversal to the eye gives us the ametropia in the two prin- 
cipal meridians, and the difference between these is the 
amount of astigmatism. 

What should be done for astigmatism? 

The cylindrical lenses that correct the astigmatism should 
be worn all the time. If, on account of presbyopia or very 
high myopia, different glasses are required for near and dis- 
tant vision, the same cylindrical should be combined with the 
different spherical lenses. It is important that the lens should 
be properly placed before the eye ; therefore it is best to have 
the glasses examined by the surgeon whenever, from dropping 
out or getting broken, they require to be replaced. 

What lenses correct the different varieties of astigmatism ? 
Simple astigmatism is corrected by a simple cylindrical 
lens. Mixed and compound astigmatism should be corrected 
by sphero-cylindrical lenses. Theoretically, either of these 
latter forms could be "corrected by two cylindrical lenses, with 
their axes at right angles to each other, but such glasses are 
less likely to be accurately ground, and are more expensive. 
A preference for two cylindrical lenses, with their axes at an 
oblique angle, shows that the best sphero-cylindrical lens has 
not been found. A convex cylinder must always be placed 
with its axis in the meridian of greatest refraction ; a concave 
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cvliuder with it? axis iu the meridian of least refraction. 
Either a convex or a concave cylinder can be used to correct 
the astigmatism in any case, but they will require different 
sphericals combined with them. 

What is irregular astigmatism ? 

The defect of refraction produced by irregularities of the 
cornea, such as are left by keratitis, or the irr^ularities of 
the lens, that are the first evidence of commencing cataract 
It causes imi)erfect focussing and defective images similar to 
those caused by \yooT window-glass. In some degree irregular 
astigmatism is found iu the ]>eriphery of the dilated pupil of 
every eye ; it becomes of practical im|X)rtance as it affects the 
central part of the pupil, the vifHial zone. While it cannot be 
corrected by any lens, it is often associated with a certain 
amount of regular astigmatism, which can be relieved by the 
use of the j)roj>er glass. 

What is the aberration of the eye ? 

The rays that go through the edge of a spherical lens are 
focussed sooner than those which pass through the lens near 
its center ; this difference in the j)Ower of different parts of 
the lens is called .spherical aberration. There is a similar 
condition in most eyes, the refraction at the edge of the pupil 
being more myopic or less hy{)eropic than at the center of tiie 
pupil ; this is called podtire aherratian. When this is re- 
versed, the ^x\^% of the pupil being less myopic or more hyper- 
o|)ic than the center, the eye presents negative aberration. 
Aberration may require the use of a lens when the pupil is 
contracted which differs from the one selected when the pupil 
was dilated. 

What is eye-strain ? 

The morbid condition resulting from over-use of the mus- 
cular or, more commonly, of the nervous apparatus concerned 
in vision, manifested by irritation or inflammation of the eye 
or its apf)eiidages, especially the retina and choroid, and the 
(M)njunctiva and margins of the lids, or by pain in the eye or 
headache, or by so-called "reflex" disturbances of more dis- 
tant organs. The headaches of eye-strain may come on only 
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after special use of the eyes, or may be constant ; the majority 
of all chronic or recurrent headaches are due to this cause, 
and headaches due in part to other causes are very often 
aggravated or kept up by eye-strain. The reflex phenomena 
have been known to include epileptic seizures, chorea, gastric 
and uterine disturbances, etc. Eye-strain may arise from 
over-use of eyes free from any serious defect, or in connection 
with presbyopia or any error of refraction ; under the condi- 
tions of civilized life it is most commonly due to hyperopia or 
astigmatism. 

What compound lenses are used to correct refraction ? 

Sphero-cylindrical, spherical on one surface, cylindrical on 
the other ; sphero-prismaticy spherical on one or both surfaces, 
but thicker on one edge than the opposite ; cylindro-prisinatic, 
cylindrical, on one surface, but thicker at one edge than at 
the other ; spherO'Cyliudro-prismatic, spherical on one surface, 
cylindrical on the other surface, and thicker at one edge. 

What is a decentred lens ? 

A lens so mounted that the optical center, the thickest part 
of a convex, or the thinnest part of a concave lens, is not 
placed before the pupil. Such a lens has the effect of a pris- 
matic compound lens. 

What is a toric lens ? 

A lens one surface of which curves more in one meridian than 
in the meridian at right angles thereto ; somewhat like the sur- 
face of an astigmatic cornea. The refraction of such a surface 
is equivalent to that of a sphero-cylindrical lens. 

What are bifocal lenses ? 

Lenses in which the upper part is adapted to distant vision 
while the lower part is adapted to near seeing. They are 
made by taking parts of two lenses and fitting together, one 
above, the other below, the line separating them being either 
straight or curved ; by using the lens for distance as a basis, 
and cementing on the lower part of it a small additional lens, 
called the film or paster ; by placing this film or paster be- 
tween two thin lenses which together constitute the correction 
for distance, making an "invisible" bifocal ; or by grinding two 
diflferent spherical surfaces upon the one piece of glass. 



ESSENTIALS OF DISEASES OF THE EYE 

DISORDERS OF OCULAR MOVEMENTS. 

What is the visual axis? 

The line joiuing the fovea centralis of the retina with ^u 
from which proceeds the light that is focussed ui^ .^^^^^ 
When the attention is particularly fixed upon ^ n^il^^ 
eyes are normally turned so that that particular Kt i^n 
make its impression on the most sensitive part of the V 
the fovea; that is, both the eyes are turned with their "Snfi 
axes to the point looked at. Such a point is spoken of a^S 
jxiint hxed, or the fixation-jmnt. ''"^ 

What is squint or strabismus ? 

A defect in the movement of the eves, by which while 
eye directs it« visual axis toward the point fixed,' the visua? 
axis of the other is directed somewhere else. The first eve is 
called the fixing eye, the second the deviating eye. 

What is necessary to normal binocular vision? 

Both eyes must have their visual axes directed toward the 
same i)oint ; each eye must receive a distinct impression on its 
retina ; these impressions must be transmitted to the cortical 
centers of vision on the two sides of the brain ; and, finallv, 
these st^parate impressions must be combined so as to give 
ris(V to a single idea of the object differing in some respects 
from either of the imi)re8sions from which it is built up. 
ThiH combination of the two impressions into one is called 
hinocnkr ftmon. 
What is the mechanism of binocular diplopia? 

If oiiP eve is fixed on a certain pouit and the other turned 
olsewhere, the image of the point fixed falls on the fovea of the 
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fixing eye, but upon some other part of the retina of the devi- 
ating eye. To the fixing eye the object appears to be in the 
direction that the eyes are turned, while to the other it appears 
to be in some other direction. From these two impressions, 
referred in two different directions, the mind gets the idea of 
two separate objects some distance apart. The impression 
made on the fixing eye is called the true imagcy and the im- 
pression made on the deviating eye is called the false image. 

How can you determine wliich image belongs to the right eye 
and wiiich to the left ? 
By placing a piece of red glass before one eye and finding 
which image is colored by it ; or by covering one eye and 
noting which image disappears ; or by placing a prism with 
its base up or down before one eye and noting which image 
is correspondingly displaced downward or upward. 

What is the relative position of the false image? 

The conditions of convergent strabismus are represented in 
Fig. 18 : the eye r fixes on the point o ; the eye l deviates 




Fig. 18.— Convergent strabismus, homonymous diplopia. 

toward some other point (p) ; in r the image of o is formed 
just upon the fovea ; in l it falls at some other point (/) ; 
the false image is therefore referred in the direction /'f to a 
point F ; / and /' being corresponding points in the two 
retinas — that is, points removed equally and in the same 
direction from the fovea. In general, the false image appears 
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to be displaced in the direction opposite to tliat in which the 
deviating eye is turned. If the eye deviates up, the false 
image apj^ears helow the true, if dowuward, above ; if the 
deviation i;< to the right the iiuage is to the left, if to the left 
the image is to the right ; if the eye is rotated one way about 
its visual axis the image appears to be rotated the other way. 

How do you certainly recognize the presence of squint? 

Sim})le inspection will often reveal the defect, but this is 
not alwavs to be relied on, because, if the center of the cornea 
be situated a good deal to one side of the visual axis, as we 
judge the direction of the axis by the ixxsition of the cornea, 
the eyes may be thought to squint when really properly 
directed, or may really squint when apparently straight. 
The patient's gaze should therefore be directed toward a cer- 
tain point and then the fixing eye covered, and immediately 
the position of the eyes will change so that the other eye can 
fix on the object, while the originally fixing eye deviates. 
This test should be repeated until the result is certain, the 
movement of the eyes when one is covered being satisfactory 
evidence of the existence of the squint ; and the direction of 
the movement showing in which direction the eye had been 
deviating. 

What are the two principal kinds of squint ? 

Comifant (or concomitani) and paralytic. They diflfer radi- 
cally in origin, symptoms, course, prognosis, and treatment 

What is comitant squint? 

A wrong relation of the visual axes, so that they do not 
intersect in the point looked at ; without marked limitation 
of the movements of either eye in any particular direction ; 
the squint remains substantially the same whatever direction 
the eyes may be turned. When the fixing eye is covered, 
the other promptly fixes and the covered eye deviates, with- 
out any change in the position of the head. 

What is convergent squint ? 

The condition in which the visual axes converge too 

strongly, so that they cross each other nearer to the eyes 

^^*n the point iixed, as in Fig. 18. It is the most common 
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form of squint ; it gives rise to diplopia in which the image 
belonging to the right eye is seen to the right, and the image 
belonging to the left eye to the left ; this is called homonynioiis 
diplopia ; it is usually associated with hyperopia, and in some 
cases is caused by the excessive accommodation rendered 
necessary in hyperopia of the higher degrees, accommodation 
and convergence being actions habitually closely associated. 

What is divergent squint? 

The condition in which the visual axes do not converge 
enough, either intersecting beyond the point fixed (relative 
squint), or actually diverging (absolute squint), so that they 
do not intersect at all ; this is illustrated in Fig. 19. It 





Fig. 19.— Divergent strabismus, crossed diplopia. 

causes a diplopia in which the image from the right eye is 
seen to the left, and the image from the left eye to the right, 
crossed diplopia: it is frequently due to myopia. Highly 
myopic eyes do not need to use their accommodation, so there 
is not that stimulus to convergence there is in hyperopic eyes. 
Then a highly myopic eye, being elongated from before back- 
ward, is oval and fits in an oval socket, in which it cannot 
turn except by changing the sha|)e or direction of that socket 
by actually pressing aside some of the orbital tissues com- 
posing it ; so that convergence is actually more difficult for an 
elongated myopic eye than it is for a spherical eye which turns 
freely in its spherical socket without changing its shape. 
Hence, eyes that are highly myopic, unless the M. is corrected, 
nearly always come to have a divergent squint, either relative 
or absolute. 
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What is Tcrtieal sq[iiiBt? 

Thai oxi-iiii'i'Ci in which ihe yys^mmI axes do not lie in the 
same plane, r-u: ••c^ is luroei rteladTelT upward or dowD- 
wanl as ojaiiontc^i wiih ihe K4heT. Ii gives rise to a diplopia 
in which one iuia^, tha: n»ni the eye diat is turned dowD, 
is higher than the 'Xher. called rrrlieal diplopia. Usually it 
is associate*! with divergent or convergent squint. 

What is monolateral or numocalar aq[iiiiit? 

The condition in which one eye is habitually fixed upon 
the object, while the other eye habitually deviates. The squint 
is really not contine«i to the latter ; one is as much at &ult as 
the other, but there is a decided difference in aeuteness of 
vision bet\^een the twu. and on this account the one that sees 
the better is habitually used, and the other allowed to deviate. 
If the eye having the 1 setter vision be covered so as to pre- 
vent its use, it is pnjnijjtly cause<l to deviate, while the worse 
eye is brought into use and fixes the object- As soon, how- 
ever, as the l)etter eye is uncovered, it again fixes and the 
worse one resumes the squint ; the squint is practically the 
same whichever eve exhibits it. 

What is alternating squint ? 

That form in which part of the time it is one eye that 
squints, and part of the time it is the other that deviates. If 
at any time the fixing eye be covered, the squint is promptly 
transferred to it, and it continues to deviate after it is uncov- 
ered, until in some way the seeing of the other eye is inter- 
rnptcMl. This form occurs when the aeuteness of vision is 
about the same in one eye Jis the other ; a modified fi^rm of it 
is seen when one eye sees better at a distance, and the other 
has the better near vision. 

What is intermittent or periodic squint? 

Oni^ that is only })resent a certain part of the time, while 
at other times the direction and movements of the eyes are 
quite normal ; it>* j)eriodicity is not usually regular, but is apt 
to bear some relation to the condition of the general nervous 
HVHtiMu. A('conq)anying strong effort at aec(mimodation it is 
(•alhMJ arromwndntiir .««/*///?/; with convulsions, covvfibiiir 
»(luiHt : as a numifestation of hysteria, hysterical squint The 
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opposite of periodic is constant squint, where the visual axes 
are never brought into normal relations ; but in many cases 
of constant squint, the amount of deviation at different times 
varies greatly. Care must be taken not to confound paralytic 
with intermittent squint. 

How is amblyopia connected with squint ? 

Squinting eyes rarely have full normal vision. In very 
many cases this is due to some evident defect in the eye, as an 
opacity of the cornea or other refractive medium, or a consid- 
erable error of refraction. But in others the cause is not so 
evident, being probably a lesion or defective development of 
the optic nerve or the visual centers. In some of these latter 
cases it is supposed that the squint causes the amblyopia ; either 
by lack of use causing a lack of development ; or by an actual 
suppression of the falsely placed image of the deviating eye, 
to prevent the annoyance of diplopia. Such impairment of 
vision is called amblyopia ex anopsia. In this case the ambly- 
opia is the effect of the squint. In the former case the 
amblyopia is a cause of squint. Binocular fusion and 
the perfectly accurate coordination of the movements required 
for binocular vision are attained by practice in the use of the 
eyes during the early years of life. And when for any reason 
the guidance of these movements by the aid of the impres- 
sions received on the retina is interfered with, such perfect co- 
ordination may never be secured, and the imperfectly seeing 
eye will be left in a wrong position, or squinting. 

When should the treatment of comitant, convergent squint 
be commenced? 

As soon as it is discovered. The function of binocular 
fusion is usually fully developed by the age of six years, and 
is rarely capable of complete development after that age. The 
great majority of cases of convergent squint start before 
binocular vision has been fully established, and a perfect cure 
is impossible unless effected before the age mentioned. The 
normal ocular movements of infancy are irregular and imper- 
fectly coordinated, but if at two or three years there exists a 
constant or frequent excessive convergence, it must be re- 
garded as a convergent squint and treated accordingly. 
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What is the general plan of tiBatment ? 

Remove all obstaclea to normal direction of the eves bv 
doing away with exceseive accommodation. Correct all errora 
of refraction. Compel the weaker or unused eye to take its 
share in vision by excluding the other ; train the eyes to work 
together by appropriate exercises ; finally, use operative in- 
terference when necessarv. 

How is atropin to be used for squint? 

Some cycloplegic must be employed for the accurate meas- 
urenient of refraction ; then Iwth eyes should be kept under 
the influence of such a drug for some weeks to exclude the 
influence of efforts of accommodation. Atropin is the best 
drug for this purix)se, l)ecause it is the most lasting and con- 
stant in its effect u|X)n the ciliary muscle. It may also be 
used in the fixing or better eye alone to compel the use gf the 
other. For this purix)se it may h% employed for several 
niontlis. 

How are glasses to be used? 

The error of refrac^tion in each eye must be accurately 
niejisured by skia80O])y, and the full correction worn con- 
stantly. Very little diffieulty will be encountered in having 
the lenses worn by children of even two years of age. If 
the eyes are kept for a time under atropin, and the error of 
refrac^tion is accurately corrected by the glasses, the child will 
appreciate the improvement they make in vision, and quicklv 
accept them jis a matter of course. 

What are the more important means of orthoptic training ? 

The us<» of atroi)in in the fixing eye cultivates normal fixa- 
tion in the eye which has deviated. If, however, the latter 
has (piite defective vision, tJie child may still incline to use 
the atropini7.ed eye. It will then be necessary to cover this 
eye ; a liglit pad of cotton may be placed behind its correcting 
glass or fastened before the eye by adhesive plaster. The 
j\mou tiibc.^ and ambhjoscope should be used to develope the 
lK)wer of binocuhir fusion ; by carefully showing the child 
how ho can bring the two images into one, and can keep it 
single l)v a slight effort when the iH)sitions of the tul)es are 
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changed. With older children the stereoscope with especially 
adapted pictures for appropriate exercises, and the reading bar, 
may be employed. 

When should we operate for squint? 

In children, when the squint is constant, and the above 
measures, faithfully tried for several weeks or months, have 
failed to completely remove the squint, and have ceased to 
effect any notable improvement from month to month. In 
older persons, when the amount of squint is sufficient to cause 
noticeable deformity, and is not likely to be influenced by 
other measures. 

What are the indications for tenotomy? 

The squint must be constant, and the movement of the 
squinting eye outward not seriously lessened ; the deviation 
must amount to 12 or 15 centrads (6 to 8 degrees), and the 
case must conform to the above requirements for operative 
interference. 

What instruments are required for a tenotomy ? 

A pair of toothed forceps, like Fig. 20, with fine points and 
rather projecting teeth ; a pair of scissors slightly curved on 




Fig. 20.— Fixation-forceps for seizing firm tissues. 

the flat, with fine, but somewhat blunted points, and prefera- 
bly with spring handles, like those of the author shown in 




Fig. 21.— Author's strabismus-scissors. 



Fig. 21 ; a strabismus-hook, with the end bent about perpen- 
dicular to the shank, this end being less than one millimetet 
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thick, and about six millimeters long, shown in Fig. 22 ; and 
if the operation is done without an assistant, a stop-speculum 
will be required ; a good form is shown in Fig. 23. 

How is the operation of tenotomy done ? 

A local anesthetic having been efficiently applied over the 
insertion of the tendon to he divided, and the patient's head 
being supported by the assistant who keeps the eye opened, 
the conjunctiva is graaped with the forceps in such a way a& 




Fic;. 22.— Tenotomy-hook for raising tendon. 

to raise a fold parallel to the corneal margin over the insertion 
of the tendon, and this fold is divided a little below the mid- 
dle of the insertion with the scissors, making a cut several 




Fig. 23.— Stop-speculum. 

millimeters long in the conjunctiva in the direction radiating 
from the center of the cornea ; through this cut the subcon- 
junctival tissue is divided freely in all directions, separating 
the superficial from the deeper tissues. The forceps are then 
introduced and made to seize the tendon near the center of its 
insertion, and raise it from the sclerotic ; in doing this the fold 
of tendon is to correspond to the direction of the tendon, and 
it is to be cut across at its junction with the sclera ; through 
the opening thus made the hook is to be introduced, and first 
the upper, then the lower part of the tendon raised on it and 
divided with the scissors, as close to the insertion as possible. 
The eye should subsequently be kept closed, and the other eye 
not used for a day or two. 
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What are the indications for advancement? 

If the deviation to be corrected be comparatively slight — 
less than 10 or 15 centrads — there is less danger of an over- 
correction ; and less harm will be done, should the operation 
prove unsuccessful, if advancement is resorted to rather than 
tenotomy. If there is some decided limitation of the outward 
movement of the deviating eye, advancement tending to in- 
crease the power of the weakened muscle is better than 
tenotomy, which diminishes the power of the stronger muscle. 
When the deviation is of such high degree that a single 
tenotomy will not be sufficient to correct it, tenotomy may 
be done with advancement at the same time. 

How is advancement of the external rectus done ? 

An incision parallel to the corneal margin is made over the 
insertion of the tendon or a little in front of it ; the tendon is 
then isolated from adjoining tissue and raised on a strabismus- 
hook. A very fine curved needle, carrying a silk suture, is in- 
troduced about 3 mm. below the upper margin of the tendon, 
far enough back to effect the desired advancement, and, passing 
from without inward, is brought out between the upper margin 
of the tendon and the eyeball. It is then introduced into the 
sclera close to the corneal margin, the conjunctiva being drawn 
aside for the purpose ; here it is passed, parallel to the corneal 
margin, deep enough to include sufficient of the sclera to give 
a perfectly firm hold, but not to perforate its whole thickness. 
Finally, it is introduced beneath the tendon, emerging about 3 
mm. above its lower margin and opposite the point of first 
introduction. The two loops of ligature between its passages 
through the tendon and the sclera are drawn well out of the 
way ; the tendon is divided at its insertion into the sclera and, 
if desirable, the end of the tendon cut off ; the tightening of the 
suture then brings forward the tendon into its new position, 
where it is securely retained. Usually the stitch causes little 
irritation, and may be allowed to remain a week or more. At 
first the operated eye is covered with a light dressing and the 
other eye is used as little as possible, but the eyes should be 
brought into use together as soon as the swelling and irrita- 
tion caused by the operation begin to subside. 
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What operations are done for divergent squint? 

Tenotomy may be done on the external rectus muscle, or 
advancement of the internal rectus, or both together. If the 
deviation is of high degree it will be necessary thus to operate 
on both eyes. The tendency is for the effect of an operation 
for divergent squint to diminish subsequently, hence an over- 
correction must be aimed at. 

What operations may be done for vertical squint? 

A tenotomy of the superior rectus of the eye which deviates 
upward or of the inferior rectus of the eye which is turned 
more downward ; or an advancement of the inferior rectus of 
the eye which turns up, or of the superior rectus of the eye 
which turns down. The choice should be made so as to give 
the easiest movement of the eyes in the direction they are 
most used. 

What is heterophoria, latent, or dsrnamic sqnint? 

A tendency to turn the visual axes in different directions, 
which is overcome in order to avoid the diplopia it would 
cause. This is accomi)lished by an extra effort on the part of 
one or more of the muscles that move the eyeball ; this extra 
effort may result in eye-strain. This condition is often spoken 
of as " insufficiency " of a certain muscle or muscles, but this 
term is better reserved for those cases of actual paresis of one 
or more muscles, which cases bear the same relation to para- 
lytic squint that heterophoria does to comitant squint 

How is heterophoria detected and measured ? 

On covering the eye, and so preventing binocular diplopia, 
the extra effort to keep the eyes straight is relaxed, and the 
covered eye is allowed to deviate in the direction in which it 
tends. But upon uncovering, it quickly resumes its original 
forced position. This recovery is usually more rapid, and 
therefore more noticeable than the deviation ; its extent indi- 
cates the degree or amount of heterophoria present Again, 
by placing a prism of sufficient strength liefore one eye, diplo- 
pia is rendered inevitable, and any extra effort is relaxed. K 
now, there be no tendency to deviation, the false image will 
appear just where the prism used would throw it; but if 
there be heterophoria the eye behind the prism will deviate, 
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and the image seeu by it will hiive a correepouding false posi- 
tion. The strength of the prism required to bring the false 
image to the position it would take iu orthophoria (tending of 
the visual axes toward the same point) is the measure of the 
degree of heterophoria. 

What is tlie Maddoz-rod test? 

A piece of glass rod (or several pieces, placed side by side), 
or a piece of glass, with one or more grooves in it (see Fig. 
24), is plai'e<i before one eye, and lioth eyes are directed 




lultlple-rofl. 



V^^ toward a point of light twenty feet or more distant The 
■ eye which looks through the rod sees the point of light as a 
P narrow line, while to the other eye it has its usual appear- 
ance. If both eyes are properly directed toward the point, 
the line seen through the rod seems to pass through the light 
as seea by the other eye, but if lieteroplioria be present, the 
line appears to he displaced in the direction opixwite Ut tliat 
which the eye behind the rod teiuls to deviate. 

I Wliat is tlie blue-glasa test? 

In most cases of heterophoria, by simply covering one eye 
Kwith a piece of dark blue or cobalt glass, the two images of a 
noint of light which the two eyea receive will he rendered so 
Oifferent that they will uo longer be fused ; then, if there he 
my tendency to heterophoria, double images will be seen, 
§Both this and the rod test may also be applied to cases of 
etual squint. These teats will lie nuwt successful if care lje 
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taken to place the rod or the blue glass in front of the eye 
which has the better vision. 

What are the varieties of heterophoria ? 

Exophoria, a tendency toward divergence — latent divergent 
squint — ^in which the diplopia is of the crossed variety; 
esophoria, a tendency to excess of convergence — latent con- 
vergent squint — in which the diplopia is homonymous ; hyper- 
phoria, a tendency of one visual axis to turn above the other — 
latent vertical squint ; right hyperphoria is the turning of the 
right visual axis above the left, the image belonging to the 
right eye appearing to be the lower ; left hyperphoria is the 
turning of the left eye upward, the image belonging to it 
appearing below. 

What are the ssrmptoms of heterophoria ? 

Aching of the head and eyes, especially after near work ; 
a sense of strain or mental confusion or vertigo may arise 
after use of the eyes ; congestion or inflammation of the eye 
and its appendages may occur. Sometimes diplopia and 
manifest squint arise when the patient is particularly tired or 
is weakened by disease. 

What is the treatment for heterophoria? 

Where it is temporary or its degree is quite variable, 
measures calculated to improve the general condition of the 
nervous system are mainly to be relied on, with regulation 
of the work required of the eyes, and the performance of 
sj)ecial exercises for the eye muscles. When the faulty ten- 
<lency is found to remain constant for a considerable time, 
prisms sliould be worn of such strength and turned in such 
direction that the eyes will be allowed to deviate in the direc- 
tion they tend, and the strain of keeping them straight 
avoided. If such a tendency is found to amount to over 10 
centrads and to persist for a considerable time an attempt 
may be made to correct it, as in manifest squint, by tenotomy 
of the muscle toward which the eye tends to turn, or advance- 
ment of its antagonist, without tenotomy. 

What is paralytic squint? 

The deviation which occurs when the attempt is made to 
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turn the eyes in a certain direction by means of a muscle or 
muscles partly or wholly paralyzed ; when this attempt is 
made the eye with sound muscles turus normally, but the eye 
with the paralyzed muscle lags behind, beginning to deviate 
as the eyes are turned, so that this muscle is required to per- 
form its function, and deviating more as a greater effort is 
required. The degree of squint and of the separation of the 
double images it causes varies with the direction the eyes 
are turned, there being none at all in certain directions. 

How do you ascertain the presence of paralytic squint ? 

By having the patient turn his eyes successively in various 
directions and noting the eye that deviates and what particu- 
lar movements it fails to properly execute ; also, by having 
the patient notice the kind and extent of his diplopia, and 
that it varies on looking in different directions. The Maddox- 
rod and the blue-glass tests are very useful, because they 
clearly demonstrate which image belongs to the right and 
which to the left eye. 

How do you find which muscle is at fault? 

This may be discovered by the.evident lagging of one eye 
when required to look in a certain direction, or the patient, 
being made to follow with his eyes the movement of a candle- 
flame in different directions, notes in which direction the 
images become most widely separated. The image that 
appears farthest in this direction belongs to the eye which 
lags in this particular movement — the eye to which is attached 
the paralyzed or weakened muscle. Which eye this is may be 
ascertained by covering first one and then the other, and 
noting which causes the image to disappear, or, better, by 
covering one eye with red glass and finding which image is 
made red. Knowing the eye affected and the direction in 
which its movement is impaired, we know from the function 
of the different muscles which must be at fault. When two 
muscles have somewhat the same function, the test must be 
repeated and slightly varied to locate exactly the defect. 
For instance, if double vision occurs on looking down, we 
know that the weakness is in one of the muscles that turn 
the eyes downward ; if, when the eyes are turned strongly 
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down, it is found that the lower image belongs to the right 
eye, we know that the right eye is lagging, and that either 
the inferior rectus or the superior oblique of that eye is at 
fault. We then try repeatedly to determine whether the 
images are more widely separated when the candle is held 
downward and to the right, in the direction that the eye 
would be turned chiefly by the inferior rectus ; or whether 
they are more widely separated when the candle is held down- 
ward and to the left, in the direction the eve should be turned 
by the superior oblique. By careful tests of this kind the 
paralysis or even tlie slight weakening of a single muscle is 
readily recognized ; but when two or more muscles are 
affected, and particularly when some time has elapsed and 
compensatory actions of the other muscles have been estab- 
lished, it is often extremely difficult to gain a clear idea of 
the exact conditions present. 

What are the causes of paralytic squint ? 

Direct injury to the muscle concerned, lesion of the centers 
governing its action, or lesion to the trunk of the nerve sup- 
plying the muscle, palsies of the last kind being by far the 
most frequent. The most -connnon cause of such lesions is 
tertiary syphilis ; and after it local neuritis due to the rheu- 
matic diathesis, "cold," or local injury, as from blows on the 
head. 

How are cases of paralytic squint classified ? 

They may be grouped according to the location of the 
lesion as nuclear, trunkal, or muscular, but usually in prac- 
tise it is convenient to classify cases according to the nerve- 
supply of the affected muscle or muscles. 

What are the manifestations of oculomotor paralysis? 

Ptosis, or falling of and inability to raise the upper lid, due to 
paralysis of the elevator of the lid ; inability to move the eye, 
except outward and downward, from its central position, due to 
j)aralysis of the internal, superior, and inferior recti ; this 
(causes a divergent or vertical squint on endeavoring to con- 
verge the eyes or to look toward the side of the sound eye, or 
upward or downward. The squint is attended with crossed 
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or vertical diplopia ; the inferior oblique muscle also suffers ; 
if the case is of long standing, the eye is permanently turned 
down and out. Sometimes only one or a part of the muscles 
are involved. 

What is ophtlialmoplegia interna? 

Paralysis of the ciliary muscle and sphincter of the iris, caus- 
ing loss of the power of accommodation and partial dilatation 
of the pupil, without involvement of any of the extra-ocular 
muscles supplied by the oculomotor nerve. It is always due 
to a lesion of the nuclei governing accommodation and con- 
traction of the pupil. 

What is recurrent oculomotor paralysis ? 

A form in which attacks begin in early life, marked by 
extreme headaches, usually confined to one side of the head, 
with nausea and vomiting, paralysis of the oculomotor nerve, 
and swelling about the orbit on the affected side. After a 
few days the attack subsides and the affected muscles grad- 
ually regain their power, but similar attacks follow, the 
affected muscles become permanently weakened and, finally, 
completely paralyzed. Autointoxication may cause it. 

What are the effects of abducens or sixth-nerve paralysis ? 
Convergent squint and homonymous diplopia on looking 
toward the side of the affected muscle, due to loss of power in 
the external rectus muscle, to which this nerve is distributed. 
This is the commonest form of paralytic squint. 

What are the symptoms of paralysis of the patheticus or 
fourth cranial nerve ? 

Loss of power in the superior oblique muscle, causing im- 
perfect movement of the eye down and out ; and on attempt- 
ing to look in that direction homonymous diplopia, but with 
the false image lower than the true, and with its top inclined 
toward the true one. 

What is ophthalmoplegia externa ? 

The simultaneous paralysis of all the muscles that act on 
the exterior of the eyeball. 
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Hov would you treat paralytic aqomt ? 

Remove auy obvious removable cause, secure as favorable 

conditionB of uutrition as possible, and in recent cases give 
potftssiuni ioilid iu increasing doses uutil deeided improve- 
ment occurs, or the limit of physiologic tolerauce is reacbe<l 
At a later stage give strychnin in the same way. Ixtcally, 
stretching of the muscle may be resorted to by seizing the 
insertion of the muscle (after the instillation of cocain) and 
dragging it slowly baek and forth for one or two minutes. In 
the early stages operative treatment is of no beuelit, l»ut later, 
with partial recovery of the affected miiscleB and efibrts at 
compensation on the part uf other muscles, conditions o^n 
arise clearly resembling those of comitaut squint, in which 
carefully planned operative interference or the aid of appro- 
priate prisTiis may be of great benefit 

What ia nystagmus? 

A disorder of the motility of the eyes, in which the eyeball 
oscillates rapidly from side to aide or vertically, or with a 
rotary movement. It is nearly always associated with inj- 
perfect vision, often it is congenital, and although not directly 
amenable to treatment, is improved by attention to general or 
local hygiene, or the removal of sources of strain, and by 
improvement of vision, as by glasses. In cases of loDgstand- 
ing blindness or great impairment of vision, it is very ofleii 
present ; it may arise only when an attempt is made to fix the 
eyes for accurate vision. A form called miners' nysfatpnvs ia 
seen among miners, who work by jwor light and with tlieir 
eyes turned strongly upward. For nystagmus caused by 
blindness there is no remedy ; ibr miners' nystagmus, change 
of occupation or, at least, working in a different position and 
with better light is essential. 

THE FIELD OF VISION AND COLOR-PERCEPTION. 

What is the field of vision ? 

The space before the eye in any part of which an object of 
sufficient size can be seen ; when not otherwise indicated, it is 
to be taken as the Hpace in which objects can be seen liy mie 
eye without any change in the direction of its visual axis. 
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The binocular field is the whole space in which they can be 
seen by either eye, or both, by turning the eyes, but without 
changing the position of the head ; the field of fijcation is that 
part of the field of vision in which objects can be directly 
looked at — that part toward which the visual axis can be 
turned ; the field of bitiocular fixation, or of true binocular 
vision, is the part in which both eyes may be made to fix the 
object at the same time. 

How can yon ascertain the field of vision ? 

Cover effectually the eye not to be tested, then face the 
patient and close your eye that is opposite his covered one ; in 
testing the left eye keep open your right eye, and vice versd. 
If they are both normal your field of vision will now corre- 
spond with the patient's for any object that is equidistant from 
both. Hold the hand in different directions, and find if the 
patient can tell whether the fingers are kept still or moved, as 
far in every direction as you can perceive them, making due 
allowance if his brow or nose be more or less prominent than 
your own. During the test the patient's eye must be steadily 
fixed on yours, while your own is as constantly directed 
toward his. 

What is a perimeter ? 

An instrument with a graduated arc that can be revolved so 
as to describe the surface of a hemisphere, along which arc the 
test-object can be moved (see Fig. 25). The visual axis of the 
eye to be tested is made to coincide with the axis about which 
the arc turns, and the portion of the hemisphere in which 
objects can be seen is noted. The object, which is commonly 
a square 10 mm. on a side, of white upon a black ground, is 
moved along the arc until it is just seen by the eye which is 
fixed on the axis of the arc. Connecting the points where 
the test-object is just seen by a line, an exact outline of the 
field of vision is obtained. 

What does impairment of the field of vision indicate ? 

A dense clot in front of some part of the retina, or detach- 
ment, or serious disease of a portion of the retina ; or a lesion 
of the optic nerve, chiasm, optic tract, or visual centers. The 

5 
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general locatiou ol' ibe lettiou is commonly mdicated hy 
form of limitatiou of tLe field, and its exact location 
olteu 1)6 det«rmmt:d by accoioiiiiiiying symptoms. 

How may the field of vision be affected by disease ? 

It njay be contracted, either cmieetiirieal/y — that is, eveuly 
in all directions — or irregularly; or it may present scotoToala, 
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patches in which there is partinl or complete blindDesB, ^ 
rounded by parts where vision is partly or entirely retaid 

What is concentric contraction of the field ? 

iparatively equal narrowing of the field iu all d 
tions, the general form rerniiiniag approxiniately the a; 
that of the normal field (aee Fig, IJli). It is sigutflcant of 
primary atrophy of the o]itiu nerve aud jtoiMoniug by certain 
drugs, eispettiully iiuiiiiii. The apparent amouat of concentriu 
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I contraction will depeud on the size of the test-object used, hut 
if not otherwise stated it may lie assumed that the object has 
been oue centimeter square. 

What ia iireKular contraction of the field 7 

Any form in which the outer limits of the field are 
narrowed and their shape eaaeotially chauged, as in the 
outline of the white area of Fig. 27. Such a field is seen 




Ibe field of vl^i_. 

B part of ttae i 



I atrophy of the optic nerve followiiig neuritiH, and 



What is amblyopia, ? 

Inipairmeut of vision in a part or whole of the field, without 
any perceptible lesion or anomaly of the eye to account for it. 

What is amanrosiB? 

Conijjlete losj of sig'ht, without perceptible legion of the eye 
la account for it. 

What is hemianopsia? 

A form of irreffular contraction in which one-half of the 
visual field is obliterated. When objects cannot he seen to 
the temjwral side of the field of vision, it is called temporal 
hemianojisia ; to the imaal side, numl hemianopida ; when the 
temporal or the nasal half is lost from the fields of both eyeSt 
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it ia called bitemporal or btnasal kemianopMa; when the right 
or the left half of the field is affected iu both eyea, it is called 
komont/HMitx hemianopnia. 

What are tlie outlines of the field In homonymous liemian- 
opBia? 
The side of the field uot affected has the usual normal 
limit, but it in separated from the blind " half" of the field 
by a line approximately vertical, except near the fixation- 
point. In most cases this boundary between the blind and 
seeing portions of the field, near the center, bends toward the 
blind part, going around the fixation -jwint in anch a way as 
to leave it iu the seeing part of the field ; this is illustrated 
in Fig. 28. In homonymous hemianopsia the fields of the 
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two eyes are not equally affected, Iwcause the temporal is 
much lai^er than the nasal " half." For instance, in right 
homonymous heniiano|)sia, the temporal portion of the field 
for the right eye and the nasal portion of the field for the left 
being lost, the field for the right eye will be much smaller 
than that for the left. On this account such a condition is 
sumelirncsf mistaken for blindness of the right eye. 

What is the significance of homonymous hemianopsia ? 

It indicates a lesion of the visual centers or of the optic 
tract, on the side opposite the blind field, somewhere back of 
the optic chiasm, and is, therefore, of great importance in 
locating cerebral disease (see Eye-aynipt«ms of Gieneral Dis- 

What are homonymous sector defects of the field? 

Blindness of similar {mrts of the two fields. Usually the 
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blind portion is included between lines radiating from the 
fixation-point, as in a quadrant defect, where corresponding 
quarters of each field are lost. Such defects have the same 
significance as homonymous hemianopsia, except that only a 
part of the tract or centers is involved. The defect stops 
short of the center of the field of vision, as in hemianopsia. 

What significance attaches to other forms of hemianopsia? 

Bitemporal hemiaiiopsia can be produced by a single lesion 
only when this involves the optic chiasm itself; where the 
fibers cross which are distributed to the nasal portions of the 
two retinas, and on the integrity of which the temporal fields 
depend. Binasal hemianopsia can scarcely be produced by a 
single lesion ; it indicates symmetrical lesions of the two optic 
tracts. Loss of the upper or lower half of the field in one 
eye usually depends on an ocular lesion, like detachment of 
the retina. When it affects both eyes it is commonly hysteri- 
cal, but it may result from a lesion involving corresponding 
parts of the visual cortex in both the occipital lobes. 

What can cause blindness of one eye without affecting the 
other? 

Only a lesion in front of the optic chiasm involving the 
nerve or the eyeball itself. A part of the field of one eye 
may be lost by a lesion just at the chiasm, but limited to the 
fibers going to that eye. This occurs sometimes in akromegaly. 

What is color-blindness ? 

Inability to receive from certain colors the impression that 
they usually make on the normal eye. The colors that 
most notably fail to make the proper impression are red and 
its complementary color, green ; these do not usually appear 
as black, but are not distinguishable from each other, or from 
certain grays and browns. The defect may be partial, so 
that only certain delicate shades are confused ; or total, the 
brightest red being indistinguishable from the brightest green. 
Even partial color-blindness is very dangerous in one who has 
to distinguish red and green signals. For tests of color- 
perception, see Tests for Railroad Service. 
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Hov large ie the nonaal field of viaion fot varions colon ? 

It varies for the different colors. The relative sizes for 
acme of them are shown iu Fig. 29 ; they are all smaller than 
the field for white ; the field for yellow is usually smaller thau 
the tield f^r blue. The size uf the field for any color varii 
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considerably in different personB, and for the Bami 
with diflerent degrees of illumination, as well as with the a 
of the test-object 

How is cc^or-perception affected by disease? 

There may be concentric narrowinp; of the fields, which 
may he extreme or pi ou l*i the complete oliJiteration of the 
field for one or more colors, as in optic alrophy. Or there 
may be a neoloma, usually inclndinp: the point of fixation anil 
neighboring regions, while the outer niargina of the field i>f 
vi^on remain normal, Bometimee, while the tiiU field is re- 
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tained for form, oue-half of it becomes color-bliiitl — henu- 
achromatopsia. In general, lesions affecting the optic nerve 
tracts or centers disturb color vision before they prevent the 
recognition of form, so that the mapping of the fields for 
colors may give the earliest indication of optic atrophy. 

How can you test the field of vision for the different colors ? 
In the same way as the field for white or for form, except 
that a colored object, as one of the Holmgren wools, is to be 
used. It is well to hold several of these in the hand, and expose 
one at such a distance from the center of the field that it can- 
not be recognized ; move it gradually toward the center of 
the field until the patient Ls able to name the color with cer- 
tainty, while still keeping his eye directed toward the original 
point of fixation. With the perimeter, a colored test-object 
(usually 1 cm. square) is substituted for the white square 
used for taking the field for form ; still l)etter is a disk with 
which either of the various colors may be exposed. 

What is chromatopsia ? 

The condition in which all objects appear more or less 
tinged with a certain color, as blue or red. The blue colora- 
tion occurs most frequently in old people after cataract ex- 
traction ; red is noticed with snow-blindness. Usually objects 
recover their normal appearance after some days or weeks. A 
yellow color is sometimes noticed by patients suffering from 
jaundice, from snake-bite, or from santoiiin-j)oisoning. 

OBJECTIVE EXAMINATIONS OF THE EYE. 

How would you make a simple inspection of the eye ? 

Place the patient in the best accessible light, not exactly 
facing it, but still well exposed to it, and before touching the 
eye or lids, notice the color and form of the lids, the width to 
which they are separated, the apj)earan(^es and position of the 
lashes, any evidences of discharge, and the redness of the por- 
tion of the eyeball exposed to view ; the j)atient may be 
directed to look up to secure a wider opening of the lids, or to 
look in various directions to expose different parts of the 
globe. The lids are then to be gently separated by pressing 
the ball of the thumb on one and the forefinger on the other. 
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If (loDe gently, W) as iiwt hi jirovoke resistance, very little 
force 13 required if Iwtb the lids and the hand are perfectly 
dry ; the pressure should Ite made over the brow and lower 
tnai^in of the orbit, not on the part of the lid resting on the _ 
eyeball. With the UlIb thus sejjarated, the position and t^_ 
pearances of the lacrimal puacta are to be uoted, and the ey^ 
hall more fully inapeeted. 

How do you evert the eyelids? 

The lower, by simply pulling down the skin of the lid and 
getting the patient to look up. For the upper, have the 
patient look down so as to relax the elevator of the lid, then 
seize the free margin of the lid between the thumb and fiuger 
of one hand, drawing the lid downward and a little from the 
eyeball, until it is slightly on the stretch ; then place the emi 
of a probe, lead pencil, or similar object upon the lid at the 
point where it is designed to fold it over ; this must tte at the 
upper margin of the cartila^, about half an inch from the 
border of the lid ; with the probe or pencil make enough 
downward pressure ta keep the upper part of the lid 
stretch, when the drawing of the thumb and finger is relaxi 
With the upper margin of the tarsal cartilage thusfised, the free 
Iwrder of the lid is to be raised, and the lid thus folded upon 
itself; the probe may then be withdrawn, and simply keeping 
the Iree margin of the lid pressed against the part ou which 
it is folded will keep the lid from turning in again. Care niust 
be taken to have the lid pulled well down, and to apply the 
probe poiut far enough up from the lid margin, and not to let 
the whole lid slip up when the attempt is made to raise the 
free margin. When an infant cries and strongly closes the 
lids, to evert them it is only necessary to have lids and fingers 
thoroughly dry, so that they will stick, and pressing the 
thumb and finger on the respective lids at their ft«e margin, 
separate them. When the margins of the lids are thus sepa- 
rated, the violent contrartion of the orbicularis presses in the 
orbital margin of the cartilage, in place of the probe that 
would otherwise lie needed upon the lid. 

What should be noted as to the everted lids 
Their redness, the degree of swelling, and 
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coujuuctival and .sul)Coiijunetival tb»8ue. Normally these 
tissues are transparent and we readily see through them the 
vessels and the yellowish stripes per|)endicular to the lid 
margin that mark the position of Meibomian glands. Swelling 
may be a general thickening or may cause unevenness of the 
surface, as granulaiiois of various sorts. Opacity may be 
due to changes in the epithelium or to exudate in deeper tis- 
sues. Cicatrices, tumors, and changes in color that mark the 
seat of a chalazion or tarsal cyst are also to be noted. 

How is a view obtained of the upper ciil-de-sac of the con- 
jnnctiva? 
So-called eversion is only a folding of the upper lid on 
itself and does not reveal the whole of its under surface. To 
do this, have the eye turned down as strongly as possible ; 
then draw the lid away from the globe as much as possible, 
and throw the light into the space so ex|X)sed (here the 
ophthalmoscope mirror may be useful), and look in the direc- 
tion of the narrow space thus obtained. To raise the lid from 
the globe, and also to keep the eye open during operations, 
and sometimes to get a view of the cornea in children, the lid 




Fig. 80.~Lid elevator. 

elevator or lid retractor, such as is shown in Fig. 30, is very 
useful. 

What is the catoptric examination of the cornea ? 

The inspection of reflections formed by the surface of the 
cornea. It may be made by placing the patient facing a 
window ; and, while he rolls the eye in various directions, 
watching the image of the window formed by reflection from 
the corneal surface. Any irregularity due, for instance, to a 
foreign body or a corneal ulcer or cicatrix will cause a break 
or distortion of the margin of the image of the window as it 
passes over it. In place of the window a white card, strongly 
illuminated, may be held before the eye and its reflection 
studied, or, better still, for the detection of irregularities due 
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to previous i n flam mal ion, we may iu the saiue way uae a carj 
marked with alternate rings of lilaclt aud wliite, called ( 
Plaeido disk, ami showu in Fig. ^1. The ophthalmomeUa 
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faee p. 43) is really an instrumeut for atudyiiip the catoptn 
images of the cornea, and may be used with advantage eveai 
when the eonieal astigmatinni is irregular. 

Wliat is the catoptric ezammation of tlie crystalline lens? 
The study of the reflection from its posterior siirface. 
The pupil should he somewhat dilated ; the esamination ia 
made iu a dark room ; the patient is to face the surgeon and 
a candle- or lamp-flame, aod to look lialfnay between the 
flame and the surgeon's faee ; the surgeon sees a bright image 
of the flame reflected from the patient's cornea, and within 
the pupil a second very much fainter image, which is formed 
hy the reflection from the poeteriorsurfaceof the lens. When 
the lamp-flaroe is moveil about the corneal image is Beeo to 
move in the same direction, but the lens image moves in just 
the opposite direction ; when the lens iuiage can thus be a 
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it proves tlint llic lens is present in its ]in)|ier [xisiliini ami 
tronspureiil. 

How do 70° examine the eye by obliqne illumination? 

P]k(!© the jMttieiit so that the Boarce of ligiit, preferably a 
bright lamp-Uame in a <iarkene<l room, shall be on the side of 
the eye to be exaniine*! ami but a very little in front. The 
observer pluc-ea liiniself tliret'tly in front of the patient, and 
utnoentiates the light on the anterior [xirt of the eye with a 
strong uonvex leua (see Fig. 32). From time to time the eye 
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iBiBy be turned in different directions, 
'fltrike it at various angles. 

Wbat is to be especially looked for by this method of ex- 
amination ? 

Foreign Ixiditw, ojMifitieH of the cornea siii^h as are due 
to cieatrices, exudate, pus, Itlood-veHBels, eW. ; blood, pus, 
lymph, cboleeterin, or foreign bodies in the anterior chamber ; 
and specks of opacity on the capsule of the lens, or in the 
substance of the lens itself, or even in the anterior portion of 




Wliat iB the corneal loupe ? 

A strong convex leuH used ns a luagniiier in exaniluiug ths.f 
eye by oblique illumination. To get its full beoefit it must be I 
held at a little leta than its focal diHtance from tbe |>art it 1 

) examine. This part mu»t be strongly illuminated I 
because tbe enlargement of the image lei»enB its brilliancy. 

What is tbe binoculai magnifier? 

A combination of a convex lens and prieni for each eye, s 

as to extend the range of binocular vision for small objects (.1 

one form of it is shown in Fig. 33. Tbe two lenses are joiaedJ 
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bother at an angle, so that ea«hwill be jierpendicular to tbe 
visual axis of the eye that looks through it. The binocular 
magnifier is of especial value in determining the relative 
depth of different points, as opacities in tbe cornea or crystal- 
line lena, and in tbe removal of tbreign IxMJies and mispli 
lashes. (See also [mge 202.) 

How do yon test the tension of the eyeball ? 

Let the eye be turned down and the lid allowed to ( 
passively, that is, without any spasm of the orbicularis ; pi; 
the tips of the two forefingers on the lid just under the brow, 
and press alternately with first one and then the other, and 
judge bow much pressure you have to exert in order to dent 
the eyeball. The lid is allowed to fall in onler that the 
fingers may be applied above the cartilage, through tbe, 
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thinner, more flexible portion of the lid. Another way is to 
have the patient look up, and then make the test on the lower 
part of the exposed sclerotic or through the lower lid. Where 
one eye is normal apply the test alternately to the sound and 
to the suspected eye, or, if both eyes are sus|>ected, use your 
own eyes as a standard for comparison, remembering that the 
sensation produced varies with the thickness of the lids and 
the rigidity of the sclerotic in different persons. Certainty 
and confidence in this maneuver are only to be attained by 
much practise with it. 

How is the state of tension of the eyeball recorded? 

By the letter T., to which is prefixed the sign + when the 
tension is increased above the normal ; and the sign — when 
the tension is below the normal. It is also customary to in- 
dicate the degree of departure from the normal by the num- 
bers 1, 2, or 3, but these are not to be taken as having any 
definite value. Thus : H-T.l is simply a short way of indi- 
cating that the tension is certainly increased, but not very 
much ; +T.2 means tension increased a good deal, but not so 
high as it is sometimes found to be ; and +*T.3, that the eye- 
ball is of great or "stony" hardness. 

How axe specimens of conjunctival discharge taken for ex- 
amination ? 

A loop of platinum wire is sterilized in an alcohol flame, 
and with it a minute portion of the conjunctival discharge is 
taken up and transferred to a perfectly clean cover-glass ; 
another cover-glass is pressed firmly over this, and the two 
rubbed together to diffuse the film of discharge evenly over 
their surfaces; each cover-glass is then placed in a spring- 
clip, which will hold it so as to prevent any mistake as to 
which side the film is on while it is being stained, washed, 
and prepared for mounting. 

How are such specimens prepared? 

A few drops of the staining fluid are placed upon the film 
for the required number of minutes ; then the specimen is 
thoroughly washed and placed upon a drop of distilled water 
on a glass slide. It is now ready for examination ; if worth 
preserving permanently, it may be removed from the slide, 
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thuroughly dried, aud QiouDtcd in balaain. The most gener- 
ally useful staiuiug Huid is a mixture of 30 parts of stroDg 
alcoholic solution of inethyleoe-blue with 100 parts of a 1 per 
cent solutiou of caustic potash. For diphtheria, a modified 
Ijiiffler solution ; for the gonocuccus, the Gram method may 
be employed, 



The making of cultures from inoculationH with the conjuao- 
tivai discharge, and the careful study of these cultures, both 
with the naked eye and with the micrtscope, and their inocu- 
lation upon other media or animals; the culture-media must 
be varied to suit particular germs ; there is no one medium 
which will give reliable results regarding all the patbogenic 
bacteria that occur on the conjunctiva. 

DISEASES OF THE LIDS. 
What is marginal blepharitis ? 

A chronic inflammation of the skin of the lid margin, 
usually associated with conjunctivitis, aud often leading to 
changes in all the tissues of the lid. There are two forms ; a 
squamous, in which the lid margin is reddened and covered 
with fine scales ; and an ulcerous or pustular form, in nhich 
the lashes are matted together with scabs, under which are 
ulcerations. The inflamnuition involving the roots of the 
lashes, these become deformeil, drop out, and if the disease 
continues are finally destroyed altogether. The lid often be- 
comes considerably thickened and its margin rounded, and 
the few remaining laslies are disphu-ed. Both eyes are 
usually atfected. 

Wliat is the treatment for margbial blepharitis ? 

Remove eye-strain or any general vice of nutrition that 
may help cause it. Carefully and persistently treat the con- 
junctivitis, especially by applications to the inner surface of 
the lids. When scabs or crusts are present, have them removed 
L after thorough soaking in warm water at least once daily. 
K When this leaves an open ulcer touch it with trikresol, carbolic 
\ acid or a solution of silver nitrate. The ointment of the yellow 
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oxid of mercury should be applied to the margin and inner 
surface of the lid after the removal of the crusts, and gently 
but thoroughly rubbed in daily. 

What is hordeolum or stye ? 

A circumscribed purulent inflammation occurring in the 
eyelids near their margin, and usually centering about a hair- 
follicle ; it may be attended with local swelling of the con- 
junctiva, and when near the outer canthus may cause great 
swelling of both lids. The affection usually runs its course 
in a few days, but a succession of styes is apt to occur, and 
sometimes several appear at the same time. 

How is stye to be treated ? 

At a very early stage its contents may be pressed out 
through a gland opening. Later, the closed lids may be 
bathed three or four times a day with very hot water, and 
borax and boric-acid solution instilled if there is smarting of 
the conjunctiva. When suppuration has occurred, the stye 
may be opened, though this is often unnecessary ; if, after 
once opening, the stye inclines to scab over and become 
chronic, the scab should be removed, the cavity emptied, and 
its interior touched with the point of a crystal of copper sulphate. 
To prevent a succession of styes, eye-strain should be care- 
fully sought for and corrected, and internally a saline laxa- 
tive or potassium bitartrate should be given. The tincture 
of the chlorid of iron or some similar preparation, with small 
doses of quinin, may also be required. 

What other inflammations involve the lids ? 

Those caused by poison oak and poison ivy sometimes cause 
complete closure of the lids and much suffering. Atropin in 
a few susceptible persons causes redness and swelling of the 
lids ; and other dnig eruptions are especially likely to affect 
the lids. Herpes zoster affecting this region may cause swell- 
ing ; it is very often mistaken for erysipelas, hut its course is 
characteristic, and the pitted scars remain to demonstrate the 
error of diagnosis as long as the patient lives. Erysipelas of 
this region is especially dangerous, and calls for early and 
free incision. Inflammation of the tarsal cartilages, tarsitisy 
may arise from inherited syphilis. 
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What is chalazion? 

A small tumor of the lids due to granulation tissue and 
retaineil .secret ion iu a Meibomian gland ; it causes an eleva- 
tion of the skin of the lid, beneath which may be felt a lump 
of firm c-onsisteniv closely connected with the cartilage ; on 
the inner surface of the liil there is no projection, but a s[X)t 
of grayish tlis<^vloralion, marking the point at which the carti- 
lage ha.< been abeorbeil, allowing the tumor to extend out- 
ward. These tumors tend to persist indefinitely if not re- 
raoveil : they are often multiple. 



How would yon treat a chalazion? 

Evert the lid, and after the application of oocain, make a 
free incision through the discolored spot ; press out the con- 
tents of tlie cyst and scrape its walls with a corneal spud or 
similar instrument. Re-accumulation of the cyst contents 
will l)e more certainly prevented if in addition the interior of 
the sac is touche<l with the crystal of copper sulphate. Often 
the cavity is left full of blood, so that the patient must be 
warned that the tumor will only gradually disappear. 

What other peculiar growths are there on the lids? 

Sometimes a tumor very similar to a chalazion will develop 
in connection with the skin of the lid, but it is freely movable 
over the cartilage and causes no discoloration of the inner 
surface of the lid ; it should be opened through the skin by an 
incision parallel to the lid margin. Milium is the name 
given those while tumors the size of a pin-head that occur in 
the skin of the face from retention of the secretion of the 
sebaceous glands ; molluscum is the term applied to an in- 
flamed umi)ilicated tumor the size of a split pea, apparently 
contagious, and requiring excision ; syphilis, rodent ulcer, 
lapn.% epithelioma, sarcoma, and nevus of the lid occur. Clear 
cj/sfs sometimes occur along the lid margin, and may l)ecome 
(juite large ; they are not connected with the lacrimal ap^m- 
ratus, but arise from the modified sweat-glands of this region ; 
they disappear on puncture and removal of part of the cyst 
wall. 

What is xanthelasma ? 

A fatty degeneration and infiltration of small areas of skin, 
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in consequence of which the surface of the })art affected is 
slightly elevated, smooth, and of a yellowish appearance, often 
compared to wash-leather ; it is apt to appear on the lids in 
elderly persons, and to be symmetrical in its distribution on 
the lids of the two eyes ; it is not indefinitely i)rogres8ive, and 
requires no treatment. 

What is blepharospasm ? 

A tonic contraction or cramp of the orbicularis muscle, pre- 
venting for the time the voluntary separation of the lids, 
usually coming on suddenly, and lasting from a few seconds 
to days or weeks ; sometimes it seems to l)e the reflex of 
some peripheral irritation, usually of a branch of the trifacial 
nerve, and in other cases its cause is quite obscure ; in some 
cases it is a manifestation of hysteria. 

Its treatment should first be directed to the causes ; all eve- 
strain should be prevented by correcting lenses, etc. Should 
other measures fail, stretching, or division of the branches of 
the facial nerve going to this muscle, may be resorted to. 
Such blepharospasm must not be confounded with a frequent 
twitching of the lids, which is quite common, and which is to 
many people quite annoying; this twitching may be depen- 
dent on local irritation or on eye-strain, but is often more 
intimately connected with exhaustion or depression of the 
general nervous system. 

What is ptosis? 

Inability to raise the upper lid. It is due to deficiency of 
the muscle itself, paralysis of the branch of the oculomotor 
nerve supplying it, or the presence of an accumulation of fat 
or some new growth in the lid itself In the latter case it may 
be treated by the removal of the mass that prevents the move- 
ment of the lid ; and when due to paralysis of either muscu- 
lar or nervous origin, it is in some cases worth while to bring 
the lid under the control of the frontalis muscle by connecting 
the center of the lid with the brow by a subcutaneous cicatrix 
secured by the use of a suture, or by taking a slip from the 
tendon of the superior rectus and attaching it to the tarsus of 
the upper lid. 

What is lagophthalmos ? 

Inability to close the eye completely. It may be due 

6 
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paralyeia of the jiart of tlie facial uerve supplying the orbic- 
ularis, this part of the uerve in palsies of central origio 
Iteiug sometimes paralyzed ivheD other parts eaoape, and some- 
times escaping when other parts are paralyzed. Or it may be 
due to cicatrice* involving the lids, or to bulging or forward 
displacement of the eyeball. In such cases it may be best to 
narrow the pal|iebral tisBUre by removing the skiu from the 
edge of both lids nejir the outer canthus, and stitchiQg them 
together ; this oj)eratiou is called taraorraphy. 

What is 'blepliaiophimosia ? 

The condition of undue narrowing of the palpebral fissure. 
It is a deformity that rarely requires treatment unlesa the eye 
becomes the seat of a chronic conjunctivitis, in which case it 
aggravates the disease and constitutes a serious olistacle to the 
proper eversion and treatment of the lids ; it is to be remedietl; 
by the ofieration of caiithoplasty, in which an incisioa is r '^ 
extending outward from the outer canthus (see Fig. 34), 
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the skin and conjunctn a are brought together by three suture*, 
one for the upper lid. A, one for the lower lid, b, and one Bl 
the junction of the lids, c. By the separate healing of the 
two liils the palpebral tissure is thus permauently widened. 
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What is ankyloblepharon ? 

An adhesion of the margins of the upper and lower lids, 
causing partial closure of the palpebral fissure ; the advisa- 
bility of attempting a separation of the lids depends on the 
probability of freedom from adhesions of the lid to the globe, 
as indicated by the apparent freedom of movement of the 
eyeball beneath the lids. 

What is symblepharon ? 

The union of the conjunctiva lining the lids with that 
covering the eyeball, usually by bands or masses of cicatricial 
tissue left after burns of hot metal, quicklime, or acids. 
When it causes marked deformity, or impairs the usefulness 
of the eye by hindering its movements or preventing a suf- 
ficient separation of the lids, it calls for operation. The great 
obstacle to its relief is its tendency to recur with cicatrization 
after any operative interference. A shield usually of glass or 
metal worn between the lids and the eyeball may keep the 
parts in better position for healing and prevent the formation 
of adhesions during the early days after injury; but it will 
not prevent the contraction of cicatricial bands that form be- 
tween the globe and the lids. 

How can symblepharon be cured? 

Narrow bands or adhesions that are isolated and do not 
extend to the junction of the lids and globe may simply be 
divided. In cases of more extensive adhesion the lid is to be 
dissected from the globe, and the raw surfaces thus riiade on 
the inside of the lid and eyeball carefully covered by mucous 
membrane from the patient's lower lip. 

What is entropion? 

A turning in of the lid or lid margin so that it presents the 
lashes toward the conjunctival surface of the other lid, or toward 
the eyeball itself. It may be due to spasmodic contraction of 
the orbicularis muscle, spasmodic entropion ; to relaxation of 
the skin of the lid, as is seen in old people, senile entropion ; 
or to cicatricial contraction of the conjunctiva, or the cartil- 
age and other tissues of the lid, cicatricial entropion. This 
last may arise from burns or wounds of the lid, but is more 
frequently due to cicatricial changes following trachoma. 
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How is entropion to be treated? ' 

The spasinoilic coiitraclion may arise from the use of the 
bandage, or from some acute swelling of the lid. It is then 
cured by removal of the cause. When it is due solely to re- 
laxation of the skin, removal of a BufRciently wide Iei»s-shaped 
strip of skia parallel with the lid margin may lie all that is 
required, hut wlieu it is due to cicatricial cuDtraction, a well- 
phmned o|>eration will be necessary to give relief. Entropion 
of the lower lid may he relieved by cauleriziag the skin in 
a line parallel to the lid margin, and at least 4 mm. away 
from it, with a point of caustic potesh. 

What is the operation for entropion of the upper lid 7 

One that draws up tiie skin of the lid l)oriler and securely 
attaches it to the upper margin of the tai'sal cartilage. Tlie 
skin is put on the stretch and an incision made parallel to the 
lid margin, and so far below the l)order of the cartili^e that 
when drawn up to it the lid border will be pulled upon sul- 
ficiently to properly evert the lashes. A strip of t!t«ue dowu 
to the cartilage, including skin and muscle, is removeil, ami 
three sutures are passeil : first, through the skin near the lid 
border; then through the upper margin of the cartilage; and. 
finally, through the upper lip of the wound. When th(«e 
are drawn upon and lied, the lid border will unually he 
brought into pro[)er positiou. This is essentially the n|(era- 
tiou recommended by Hotz. In bad cases it may !« necessary 
also to split the lid border by au iotermarginal incision, 
which is placed just back of the bulbs of the lashes, and 
iutroduce into it a thick or wedge-shaped skin-graft as long 

; this graft may be taken from just behind the 



I 



What is ectropion? 

An eversion of the lid by which a portion of its conjunctival 
surface Incomes esjxtsetl. It may be due to swelling of the 
conjunctiva, to relaxation of the orbicularis muscle, or to the 
contraction of a cicatrix involving a part of the lid, or some 
atbiched tissue. If from the first cause, reiiuction of the 
swelling is all that is required : if frnui ihe second, the treat- 
ment of the resulting epiphora is sufficient, but cicatricial 
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ectropion often requires a well-planned plastic oi)eration. Of 
such operations many have been devised, either to bring in 
adjoining tissue, to bring a flap with a pedicle from a greater 
distance, or to transplant a piece of skin bodily from some dis- 
tant part to fill in the space left by dissecting out the cicatrix. 
For ectropion of the lower lid due to relaxation, a V-shaped 
piece of the proper size may be taken from the lid near the 
outer canthus, and the two sides of the cut brought together by 
sutures. Where the tendency to ectropion is but slight, it may 
be remedied by careful massage of the cicatrix causing it. 

What is epicantliTis? 

A congenital deformity in which there seems to be too 
much skin for the bridge of the nose, so that it is seen on 
either side in a fold that overhangs the inner canthus and 
conceals it. Usually this deformity will disappear entirely as 
the nose develops, but if it does not, it may be corrected by 
removing a lens-shaped piece of the skin from each side of 
the bridge of the nose. 

What are trichiasis and distichiasis ? 

Displacements of the lashes, which are important, as these 
are turned in against the cornea or conjunctiva. In trichiasis 
the lashes are wrongly directed. In distichiasis it is supposed 
that an extra row of lashes exists, which are turned against 
the eyeball. When few, the misdirected lashes may be pulled 
out or destroyed by electrolysis. W^hen numerous an opera- 
tion like that for entropion, or the complete excision of the 
lashes, must be practised. The possibility of an ingrowing 
eyelash should be borne in mind in every case of recurring 
irritation of the eye. 

What is pediculosis of the lashes ? 

The pediculus pubis, or crab-louse, sometimes infests the 
lashes. The ova are pear-shaped, yellowish bodies, 1 mm. 
long, each fastened to a lash. The adult louse is somewhat 
larger, flat, oval, gray, and lying close to the skin. It is 
diflicult to see. Cleansing of the lashes and rubbing in of 
yellow oxid of mercury ointment (1:60 or stronger) will 
soon destroy the parasites. 
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LACRIMAL APPARATUS. 

What is epiphora ? 

The condition of the eye in which the tears accumulate and 
tend to run over the margin of the lid. Strictly speaking, it 
should be applied only to the cases in which this occurs from 
excessive secretion, stillicidium lacrimarum being the term to 
indicate watery eye from interference with the escape of tears 
through the natural channels. 

What are the abnormal conditions of the lacrimal gland? 
Inflammation, dacryo-adeiiitis, is very rare. If it suppu- 
rates and is allowed to discharge through the skin it may 
leave a fistula. The gland may undergo hypertrophy, or he 
the starting point of sarcoma. Occasionally; as a congenital 
peculiarity or from traumatism, it is dialocaied from its usual 
position, where it is concealed by the margin of the orbit, and 
appears as a more or less movable tumor of the upper lid. It 
has been extirpated without causing undue dryness of the 
conjunctiva. 

What results from eversion of the punctum ? 

Normally the punctum is kept in close apposition to the 
eyeball, and in this position it continually receives the tears 
and carries them off, preventing their accumulation. Some- 
times as a congenital peculiarity, more frequently from swelling 
of the conjunctiva, or from senile relaxation of the orbicularis 
muscle, the punctum gets turned slightly away from the eye- 
ball, and presents directly upward on the free margin of the 
lid ; in this position the tears can only enter it after the eye 
has filled, and they are commencing to run over the edge of 
the lid, and a more or less constant watering of the eye results. 
vSometimes the upper punctum remains in normal position and 
is able to carry off the secretion except when it is increased, 
as by exposure to bright light, wind, or dust. 

What is to be done for eversion of the pnnctum ? 

If due to temporary swelling of the conjunctiva, treating 
that may cure it. Otherwise the canaliculus must he opened 
from the punctum, well down on the inner side of the lid. To 
do this little operation cocain should be used, the lid should 
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be strongly everted, and a probe-pointed canaliculus knife, 
Fig. 35, introduced in the punctum, with the cutting edge 
turned toward the eyeball, and pushed along the canaliculus 
until a sufficient part of the inner wall of the passage has been 




Fig. 35.— Knife for slitting the canaliculus. 

divided ; the edges of the incision must then be separated each 
day by traction on the lid, or with a probe, until they heal 
without reuniting. 

Wliat is lacrimal obstructibn? 

The checking of the free passage of the lacrimal secretion 
through the lacrimal passages into the nose, by narrowing of 
the punctum, by swelling of the mucous membrane, by stric- 
ture through fibrous thickening of the submucous tissue, or by 
narrowing of the bony canal from disease of the neigh Iwring 
bone. 

What are the symptoms of lacrimal obstniction ? 

The eye is constantly full of tears which must be wiped 
away or they run over the cheek. Often there is a notable 
fulness of the region of the inner can thus, and pressure here 
causes the contents of the lacrimal sac to regurgitate through 
the puncta. If the obstruction is complete the contents of the 
sac soon become mucopurulent ; and as they are frequently 
caused to flow out back into the eye they infect the secretion 
in the conjunctiva, and so set up a conjunctivitis. 

What are the dangers of lacrimal obstruction ? 

The annoying overflow of tears will be aggravated by use 
of the eyes, or exposure to bright light, cold, wind, dust, etc. 
The contents of the sac always become a culture-medium for 
pathogenic bacteria ; and the slightest lesion of the cornea is 
likely to become a source of dangerous infection which may 
cause loss of the eye. 

What is the treatment for lacrimal obstruction ? 

if congenital, it may be due to incomplete development of 
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the iamiiml passages, and frequent prewure on the sac fore 
,ng out he contents and lauding to open the pa«^ge mio tht ' 
.ose, will in a few day^ or week « generally secure a free ™^ 
Bage; the cure thus effecied is complete and pemianem t« 
older patients, the attempt should 1« made to force solutin 
through into the noBe with the lacrimal avringe SolutionB of 
trikresol and protargol tend to improve the condition of thl 
mucous hnnig of the sac. C«rain or adrenal extract mav bv 
diminishing swelling, aid in securing a tree iwissage, but the^ 
latter should be thoroughly washed out of the sac befo 
letting the patient go. If the passage of a solution into th^ 
nose is thus secured, repeated injections may effect a cure but 
if the obstruction has continued some months, and after a few 
trials it is found tbat fluid cannot be forced through into the 
nose, more ratlical measures must be adopted. 

(How should the sac be opened and treated 7 
(.)ne of the cjiualiculi should he opened as (or evened 
punctum, but with care to carry the knife quite into the 
lacrimal sac. It is better to open the upper canaliculua 
unless the lower punctum lie distinctly everted. In either 
case the slit must be made well on the inner surface of the lid. 
The sac should then be thoroughly washed out with one of the 
solutions before mentioned. Radical measures for opening the 
passage into the nose may then lie carried out, or, if time is 
not important, two or three days may be allowed to diminish 
the soreuesB of the part which follows this first interference. 
What are the lacrimal prohea 7 

A series of curved probes made of silver or aluminum, ' 
which vary in diameter from ^ to 4 mm,; of the ao-called 
Bowman's probes, the largest, No. 8, is 1.25 or 1.5 mm. in 
diameter ; the Theobald probes run up to No. 16, 4 mm. in 
diameter, with J mm. intervals between the successive numtiers. ■ 
The smaller probes are useful for purposes of exploration ; the a 
larger ones to produce ilisorganization and absorption of esu- I 
dates within the lacrimal canal. It is important that these I 
L should he smooth and have somewhni tapering ends. ■ 

I How are lacrimal prohes to be used? I 

1 After the canaliculus has been opened and the sac waehed ■ 
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ijut, a »tn>ug soliitiiiii ol' cwain slimilil lie iiijet-Uxl uiln llie aae 
to diminish ihe pBin uf the fiperRtimi ami produce amtractioii 
uf the mueoux iiienibrniie. so as to tin ilitate the eiitniii(.e uf 
the pi'ohe into the iiarroweil lai rini il duct \ iirobc of mod 
erate size f No. H Bowman or ^o <l llieolmldj is then to be 
eulfired iu the slit canaliculiiH ami pushed for\\ard until ila 
en<l comes in contact with the inner wall tit the sac agaiust 
the nasal bone ; the free end of the pn)bc m then to be raised 



BTnotil the lower end points directly downward, or a little for- 
ward, and a little from the median plane of the head ; then. 
holding it lightly between the thumb and finger, the probe is 
pressed down nntil the obstruction is reachefl. Byseeingthal 
it is properly directed and by a slight lateral movement the 
surgeon must assure himself that the point is really entering 
the lacrimal duet ; then, by a steady pressure lu the direction 
of the point, it ia to be puahed downward, the pressure beiD~ 



i\ probe (Mpyerl. 
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gradually increased until it begins to move, and continued 
until the patient complains that he feels the end of the probe 
in the nose, or until the length of probe that has entered 
indicates that its point has passed out of the duct into the 
nose. 

How should the probing be continued? 

The probe should be left in position twenty or thirty 
minutes. At the end of two or three days a probe one or two 
sizes larger is to be passed in the same way, usually it will 
encounter less resistance than did the smaller one ; this is to 
be repeated at intervals of two or three days, with probes suc- 
cessively larger, until decidedly greater resistance is noticed. 
This mostly occurs when Nos. 12 or 13 Theobald are used; 
it means that the caliber of the bony canal has been nearly 
reached and the use of larger probes will endanger its walls. 
The largest that can be passed without encountering the resist- 
ance of the bony walls should then be used every three or 
four days until it passes quite easily ; then the interval should 
})e lengthened to one week, two weeks, and a month ; at the 
end of six months the patient may go six mouths without 
probing, then, if no material contraction of the canal is 
found, the case may be regarded as cured. Only patients who 
can be relied on to persist with the treatment should be sub- 
jected to probing. 

What is the lacrimal style ? 

A piece of lead or silver wire the size of a lacrimal probe, 
worn in the passage to keep it open. It must be removed fre- 
quently for cleansing. 

What is abscess of the lacrimal sac? 

Dacryocystitis is a name applicable to any inflammation of 
the lacrimal sac ; but if the inflammation be violent it involves 
the neighboring cellular tissue, forming a true abscess, which 
tends to open through the skin, to become chronic, and leave 
a lacrimal fistula, which it will be very difficult to heal 
unless free drainage is secured through the lacrimal canal. 
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When should the lacrimal sac be excised ? 

When there is chronic obstruction with infection of the sac, 
as shown by discharge of muco-pus or lacrimal conjunctivitis, 
and the patient will not submit to a full course of probing or 
cannot remain long enough under treatment ; or when there is 
chronic lacrimal abscess or fistula and other treatment has 
proved ineffective. 

How is the sac excised? 

An incision three-fourths of an inch in length is made par- 
allel to the side of the nose half wav between the nose and the 
inner can thus, down to the sac ; which is recognized by its pale 
or bluish color and smooth appearance. The upper end of the 
sac is dissected out, and the dissection continued down into the 
canal as far as possible and the sac cut off. Remaining ]K)rti()ns 
of mucous membrane, and diseased bone should be eurrette<l 

DISEASES OF THE CONJUNCTIVA. 

What are the causes and symptoms of hyperemia of the con- 
junctiva ? 

Foreign Ixxlies, air loaded with dust or smoke, eye-strain, 
excessive weeping, or the attempt to use the eyes when very 
tired, will cause burning, smarting, a feeling of " something 
in the eye," photophobia, and the excessive secretion of tears. 
On inspection the vessels on the inside of the lid are found 
enlarged and prominent, the tissue between them remaining 
normally transparent, and sometimes the same condition ex- 
tends to the vessels on the eyeball, causing the " blood-shot'' 
appearance. Certain constitutional states and the use of 
alcoholic l)everages may also cause it. 

When and how should hyperemia of the conjunctiva be 
treated? 
If the cause be quite temporary the hyperemia will disap- 
jiear with it, in a person otherwise healthy ; if the cause be per- 
sistent, as eye-strain from ametropia or ])resbyo])ia, it must 
be carefully sought out and corrected. When there is some 
underlying dyscrasia it is often best, in addition to constitu- 
tional remedies, to employ local stimulants, as the yellow 
ointment, or the glycerol of tannin, brushed on the inner sur- 
face of the lids. To relieve the local sensations of irri* 
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neveral drojie of n Boliitioii of l>oric aciil, with or withoitl 
liorax, flhoiild be iiistilloil every three houre or oftener. 
addition of holofaiu to such amiution (2 grains to the llui^ 
ounce) adds lo its eflitieufy, lioth in relieving discomfort awl 
in curing the diseiiae, hut cocaiu should not !«; iiwti for thi^ 
pnri>.«e. 

What is the character of the pain of conjunctivitis ? 

It is of a Biiinrtiiig, seratcliiug, burning character, strictly 
local, and only accompnme".! with true aching when there is 

very consiilerahle swelling of ihe lidy. 

Describe the redness of conjunctivitis. 

It is geuenilly iiioal jironounced on the inner surface of 
lids, becoming less as the cmijimctiva passes over on to 




1 



globe, and being least near the margin of the cornea (b«« 
Fig. 37). Redness is marked iti proportion ns the hyperemia 
of the part preponderates over the exudate into it. A pnijwr- 
tiunat^ly great amount of exudation masks the cnlargenieiil 
of the vessels and causes the surfiicc to appear as pale as the 
normal, or even paler. 

Describe the swelling of conjnnctivitia. 

Oue of the first efi'ects of exudation into the tissue is the 
concealment of the separate vessels which are so apparent iu 
the normal conjunctiva. Sometimes, however, wheu the ex- 
udate is excessive, it is itself translucent, having the appear- 
■nee of jelly, in which a few of the vessels widely separated 
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by it may he seen. The swelling is usually greatest in the 
lids ; relatively great swelling of the conjunctiva covering the 
globe is indicative of disease within the globe. An edema 
of the ocular conjunctiva, causing it to rise up like a wall 
around the cornea or to overhang it, is called chemosis. 

Is there always discharge with conjunctivitis? 

Yes ; but it may amount to little more than an increase in 
the amount of epithelium and normal secretion thrown off. 
A slight discharge often becomes noticeable in the morning, 
when by accumulating on the lashes all night and drying 
there, it causes the edges of the lids to adhere, so that there 
is diflSculty in opening them. Even when considerable, it 
may be so diluted with an excess of lacrimal secretion that its 
character is not distinguishable. When present in consider- 
able amount it is of mucopurulent character, becoming more 
purulent as the amount increases. In some cases it is very 
irritating to the outer surface of the lids where it comes in 
contact with them. 

What is simple or acute catarrhal conjunctivitis ? 

An inflammation produced by local irritation, eye-strain, 
the constitutional conditions that cause acute catarrhs of other 
mucous membranes, or by infection. It is characterized by 
conjunctival hyperemia and moderate exudation, causing 
some impairment of the transparency of the conjunctiva and 
some discharge of a mucopurulent character ; if not aggra- 
vated by poulticing or other improper treatment, or kept up 
by a peristent cause, it will run its course in a few days to 
complete recovery. Sometimes it is complicated by the 
occurrence of superficial ulcers near the margin of the cornea, 
which alter the distribution of the hyperemia and make the 
pain more severe without changing its character. 

What bacteria occur in the discharge of simple conjuncti- 
vitis. 
The white staphylococcus is usually found in the normal 
conjunctiva and on the lid margins, and the so-called xerosis 
bacillus, a form of pseudodiphtheria bacillus resembling very 
closely the true diphtheria bacillus, is also very frequently found 
in the normal conjunctiva. Either of these is likely to be seen 
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in the discharge of simple conjunctivitis, often in enormous 
numbers. It is quite likely that their increase and activity 
is a factor in producing such attacks. Streptococci and many 
other forms of bacteria liable to infest the conjunctiva may 
also be found. 

How should simple conjunctivitis be treated? 

By removal of all irritants, rest of the eyes, including suf- 
ficient sleep, the careful avoidance of any bandage or other 
covering that will favor hyperemia ; and by frequent instilla- 
tions of a solution of boric acid and borax, or holocain and 
boric acid or of argyrol. If there is much discharge a 1 
per cent, solution of silver nitrate should be applied to the 
inner surface of the lids, and the application repeated one or 
more times on successive days if necessary. 

How do you apply a solution to the inner surface of the lids ? 
Twist a bit of absorbent cotton around the end of a probe 
or, better, a small stick, as a wooden tooth-pick or match- 
stick, so that while it will adhere to the stick the end is left 
fluffy ; evert the lid, and having dipped the cotton into the 
solution, brush the conjunctival surface with it, allowing the 
patient to look down to expose the upper lid, and up to expose 
the lower. Before allowing the lids to return to their normal 
position, the upper lid may be drawn well down, and the 
lower lid, still everted, pushed up underneath it as far as 
possible ; in this way the solution may be brought in contact 
with a portion of the upper lid that is otherwise inaccessible, 
the lower lid carrying the application to it. If it is designed 
to have the application of full strength, the cotton is to be 
used just ready to drop with the solution, but a very much 
milder application is made by first pressing out all excess of 
the solution against the side of the bottle. 

What is pneumococcus conjunctivitis? 

The pneumococcus as the principal' organism, or in almost 
pure culture, is found in many cases of acute conjunctivitis. 
It appears to be the cause of some endemics, especially in 
boarding-schools. The symptoms closely correspond to those 
of simple acute conjunctivitis. It is probably the active 
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by it may ])e seen. The swelling is usually greatest in the 
lids ; relatively great swelling of the conjunctiva covering the 
globe is indicative of disease within the globe. An edema 
of the ocular conjunctiva, causing it to rise up like a wall 
around the cornea or to overhang it, is called chemosis. 

Is there always discharge with conjunctivitis? 

Yes ; but it may amount to little more than an increase in 
the amount of epithelium and normal secretion thrown off. 
A slight discharge often becomes noticeable in the morning, 
when by accumulating on the lashes all night and drying 
there, it causes the edges of the lids to adhere, so that there 
is difficulty in opening them. Even when considerable, it 
may be so diluted with an excess of lacrimal secretion that its 
character is not distinguishable. When present in consider- 
able amount it is of mucopurulent character, becoming more 
purulent as the amount increases. In some cases it is very 
irritating to the outer surface of the lids where it comes in 
contact with them. 

What is simple or acute catarrhal conjunctivitis ? 

An inflammation produced by local irritation, eye-strain, 
the constitutional conditions that cause acute catarrhs of other 
mucous membranes, or by infection. It is characterized by 
conjunctival hyperemia and moderate exudation, causing 
some impairment of the transparency of the conjunctiva and 
some discharge of a mucopurulent character ; if not aggra- 
vated by poulticing or other improper treatment, or kept up 
by a peristent cause, it will run its course in a few days to 
complete recovery. Sometimes it is complicated by the 
occurrence of superficial ulcers near the margin of the cornea, 
which alter the distribution of the hyperemia and make the 
pain more severe without changing its character. 

What bacteria occur in the discharge of simple conjuncti- 
vitis. 
The white staphylococcus is usually found in the normal 
conjunctiva and on the lid margins, and the so-called xerosis 
bacillus, a form of pseudodiphtheria bacillus resembling very 
closely the true diphtheria bacillus, is also very frequently found 
in the normal conjunctiva. Either of these is likely to be seen 
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ill a few days cases that have re»iBteU other treatment for 
months. SoJutums oi kuiu ehiorid [J of 1 per cent. ) aud of 
pnitargol {2 jier cent.) have also proved efficient. 
What is chronic catarrhal conjunctiTitis ? 

Repeated attacks of acute coujunctivitis, eBiwciallv If 
iK^lecteii, give rise to a permanent condition characterized bv 
thickening of the epithelial layer and swelling of the sub- 
conjunctival tissue. The surfHce may be smooth or mav present 
fine elevations due to swollen papilhe. There is usuallv a 
great deal of smarting wmplained of by old pereons, who are 
particularly liable to tliia form of diseane. Diplobacill ua coq- 
junctivitis if not efficiently treated may become chronic 

What is the treatment for chronic catarrhal conjunctivitag ? 

l^e that the ph.tieut is using the l>eBt glasses, and if they 
have heretofore been used only for near vision distance-glaweg 
alao may be required. Much relief is usually afforded by 
astringent applications, but nitrate of silver if continuously 
used for loo long a period will discolor the conjunctiva ■ a 
smooth crystal of alum may be passed over the surface ; solutions 
of zinc sulphate are very useful for the diplobucillus cases. 
Glycerol of tannin and protargal are serviwable. It is b«rt 
to vary the application from time to time. 

What is vernal conjunctiTitlB ? 

A peculiar inflammation of the conjunctiva that grows 
worse with the warm weather in the spring, usually gets 
better with the cool weather of autumn, and tends to recur for 
several years in succession. It affecia children, usually in- 
volves !)oth eyes, is but little l>enelite<l by treatment, and is 
marked by a thickening of the conjunctiva at the corneal mar- 
gin while the inner surface of the lids has the appearauce of 
being covered with a thiu milky film, or by firm broad gran- 
ulations. It may persist throujih the winter. 

When is a conjimctiTitis called purulent? 

When it commences with great swelling of the lids and 
L chemosis, and after one or two days a tree purulent discharge 
B is set up, which coiitiuues for some weeks, while the swelling 
L gradually lessens. It is due to infection, and when it can be 
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directly traced to a case of gonorrhea, it is called gonoin-heal 
ophthalmia. Even where no history of contamination can be 
obtained, the gonococcus is commonly found in the discharge, 
but in some cases the common colon bacillus, the streptococcus, 
or other pathogenic bacteria appear to be the cause. 

What is the danger of purulent conjunctivitis ? 

The great danger of the disease is from involvement and 
partial destruction of the cornea. It tends ultimately toward 
complete recovery, but requires a month or more to run its 
course ; and may leave a chronic condition of hyperemia with 
enormous enlargement of the conjunctival papillae. 

How should purulent conjunctivitis be treated ? 

First secure strict cleanliness of the conjunctiva by frequent 
cleansing with a solution of potassium permanganate, boric 
acid, or salt solution or with warm water. This must be 
used with extreme gentleness, but in quantity sufficient to 
remove all conjunctival discharge. A 20 per cent, solution 
of argyrol or a 5 per cent, solution of protargol should be 
dropped in the eye freely every four hours, or once daily an 
application of a solution of silver nitrate, of the strength of 2 
per cent, or upward, should be made to the everted lids, or if 
the swelling and discharge are very great, this should be 
dropped into the eye, and by manipulation carried to all parts 
of the conjunctival sac. Early in the disease the continuous 
application of cold to the lids by iced cloths may influence it 
very favorably ; but later, and especially if the integrity of the 
cornea is threatened, cold applications must be avoided ; the 
eye may then be bathed for a few minutes at a time every 
three or four hours with very hot water. At the height of 
the attack the patient had better remain in bed, and take full 
tonic doses of tincture of iron and quinin. 

How can infection be kept from the second eye ? 

The efficient treatment of the diseased eye speedily renders 
its discharge less dangerous. But at first it may be im{X)rtant 
to keep the sound eye closed with an absorbent-cotton dress- 
ing, or even sealed up under a watch-glass, fastened on with 

7 
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collodion or adhesive plaster, the so-called Buller's shield. Ii 
all cases, the patient should be warned against carrying th< 
infection from one eye to the other with the fingers or hand 
kerchief. 

What is ophthalmia neonatoram? 

A purulent conjunctivitis of early infancy due to infectioi 

of the eyes at birth, though often attracting but little atten 

tion for the first few davs. It is the most common cause oi 

life-long irremediable blindness, through perforation au< 

resulting opacity of the cornea. The discharge glues togethe 

the edges of the lids, preventing its own escape, until the cot 

junctival sac may become enormously distended with it, anc 

soaking day after day in this mass of infectious pus, the corne 

is apt to become softened and give way. Still, the cornea i 

this age has great resisting and reparative power, and wit 

the aid of active treatment can almost always be saved if 

be not already damaged before such treatment is instituted. 

-^^at is the treatment of ophthalmia neonatoram ? 

To prevent it drop a 2 per cent solution of silver nitra 
or a 20 per cent, solution of argyrol into the eyes of evei 
child born of a mother known to have suffered with gonorrhe 
or having a suspicious vaginal discharge. K the disease 1 
• established, follow out the local treatment given for purule 
ophthalmia with the greatest care, making sure that ea< 
application and cleansing is thorough. 

"V^at is croupous conjunctivitis? 

A variety of conjunctivitis in which a part of the exuc 
tion remains slightly adherent to the conjunctival surfa< 
whence its separation is not difficult, but may cause soi 
bleeding. The grayish mass gives the name to this conditic 
It does not constitute a specific form of conjunctivitis, but t 
croupous deposit may occur in either of the acute disea 
above mentioned, especially in purulent conjunctivitis a 
dii)htheritic conjunctivitis ; it requires little special treatmei 
bathing with hot water is beneficial in promoting the sepa 
tion of the croupous deposit. 
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What diaracterizes diphtheritic conjunctivitis ? 

The finding of the Klebs-Loffler bacillus in the exudate. 
Very careful culture- or inoculation-experiments are necessary 
to dififerentiate this from the pseudodiphtheria "xerosis" 
bacillus ; as these require time, the loss of which would be 
liable to cause the loss of the eye, it is safer to proceed at 
once to treat any urgent case upon the indications of a clinical 
diagnosis. In the typical cases there occurs a firm, fibrinous 
exudation, not to be detached from the surface of the con- 
junctiva, but partially within the tissue of the lids, which are 
greatly swollen, stiff, and brawny. This condition lasts for 
some days and gives place to the conditions of an ordinary 
purulent conjunctivitis. The cornea is liable to be destroyed 
and there may be cicatricial contraction of the lids. 

What is the treatment for diphtheritic conjunctivitis? 

The prompt employment of the diphtheria antitoxin. This 
should be injected in full dose at the earliest possible moment, 
and the injection repeated in twenty-four hours or at shorter 
intervals until it is demonstrated that the ease is not diphther- 
itic, or until the lids have become softened and improvement 
in other respects is well marked. Locally, fre(iuent hot 
applications should be used and the conjunctiva cleansed of 
all discharges. It has been demonstrated that the toxins 
alone are quite capable of destroying the cornea. 

What is trachoma, or granular conjunctivitis? 

It is a specific inflammation arising by contagion, sometimes 
very difficult to trace, but most likely to occur under condi- 
tions of overcrowding and lack of cleanliness, especially in 
orphan asylums and the steerage of ocean steamers. It is 
probably due to some micro-organism which has not been iden- 
tified. It is characterized by the occurrence of translucent gran- 
ular masses beneath the conjunctival surface ; these are found 
both on the inner surface of the lids and in the retrotarsal 
folds of the conjunctiva. These granules are composed at first 
of leukocytes, but later become organized into firm fibrous 
tissue ; their appearance is aptly compared to that of sago 
grains (See Fig. 38). They are much larger and deeper 
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than the sliglit eJevatioiiB of surface orteu eeeu iu catarrhal ' 
MDJiinctivitis, due to awelliug of the papillfe, that are popu- 
larly spoken of as "granulated 
eyelids." They are also to be 
diatinguiahed from the superficial 
hard flattfiued granulations of ver- 
nal eoujunctivitia and the deep 
red, soft, granulations of puru- 
lent conjunctivitis. The cornea 
is threatened, not with perforatioa, 
but with permanent ojmcity from 

Fiu. .IS.-\ mj;h^m.^ a L^rue B^ranyiBr p^^jy^ . i^^^^g jg |,iit little tenden- 
cy to spontaneous recoverv, and 
the lids are always left the worse for cicatricial contractions. 

Hov is tiacboma to be treated ? 

The destruction of the individual granulations should ba' 
thoroughly accomplished, preferably by the use of the KnapO' 
roller-forceps, with general anesthesia. If they are few it 
may lie done by electrolysis, by the galvauocautery, or by incis- 
itig each separate granulatiou and expelling its contents by 
pressure. In addition to o]>erative treatment, or where it is 
not necessary, strong astringent appli<'Utions should he made 
to the conjunctiva daily. For this purpose the popjwr crystal, 
the glycerol of tannin, and a Hulution of iodiu iu glycerin or 
petrolatum are the must valuable; l)ut they require to be 
varied with others, such as silver nitrate, alum crystal, aad 
solutions of zinc sulphate ; the niercuric-chlorid or trikresol 
solution should also be tm&l three or four times a day to 
cleanse the conjunctival soo. Great care should be taken to 
avoid the infection of the second eye where only one is aSectet^, 
or the infection of the eyes «f other persons with whom the 
patient comes in contact. The treatment, too, must be perai 
ently carried out fur a long time, sometimes many months, 
or even yetii-s, until the disease is eradicated. Its earlier 
sus]>ension may be followed by rela[^we and the indefinite con- 
tinuance of the disease. Even with proi)er treatment 
return to tlie original noruinl conditiuu of the lids canm 
\k hoped for, some cicatricial shrinking of the cDujunctivSt' 
and often of the deeper tissues of the lid, must tie ex] 
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Frequently, too, the disease leads to pannus, and may require 
the special treatment referred to under that head. 

What should be done to prevent the spread of trachoma ? 

Its contagious character should be recognized, and every 
case so supervised as to prevent any liability to infect others 
from the ocular discharges. The risk of spreading the dis- 
ease is greatly reduced by efficient local treatment, but care to 
provide separate wash-basins, towels, handkerchiefe, etc. must 
be observed and, so far as possible, the patients should be 
isolated. Overcrowding, as in the steerage-passage across the 
ocean, frequently causes the spread of the disease. The hands 
of the surgeon and instruments used in the treatment of 
trachomatous eyes must be cleansed with scrupulous care. 

What is chronic membranous conjunctivitis? 

A rare form of disease in which a portion of the conjunc- 
tiva becomes covered with a whitish false membrane, firmer 
than the usual croupous deposit, and leaving a raw surface 
when removed. There may be slight swelling and little 
other evidence of inflammation, but the membrane tends to 
persist for many months or even for years. The condition is 
probably not connected with the diphtheria bacillus, although 
this or the xerosis bacillus has at times been found in eyes 
thus affected. Many kinds of treatment have been tried 
without decidedly beneficial results. 

What is Parinaud's conjunctivitis ? 

A disease marked by great swelling of the lids, polypoid 
granulations of the conjunctiva, and involvement of the re- 
lated lymphatics. The onset is severe and attended with 
rigors and general depression ; the pre-auriciilar, submaxil- 
lary, and cervical lymphatic glands are markedly swollen 
and may suppurate. Cutting off the larger granulations and 
cauterizing their bases seems to be beneficial ; other treatment 
has little effect, but the case goes on to slow recovery. 

What is ophthalmia nodosa ? 

An inflammation of the conjunctiva and sometimes of the 
cornea and iris, marked by rounded gray swellings, and tend- 
ing to long continuance with repeated relapses. It is caused 
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by tlie preHeuce of caterpillar liairw, one or 
may be found iu eiiuh of the awe] 
eign body brings prompt recovery, 

Wliat ia Tjrief reourrinB episcleritis? 

A painful hyperemia of the conjunctiva and episcleral 

tissue without discharge. The attack lasts for a few days, 

appearing suddenly and gradually diminishing, hut it is re- 

Lpeated after an interval of weeks or months, and the liability 

K^ such attacks has been knowa to continue many years ; it 

»-Beems to depend on conditions of the general nutrition. 

^IThat is pterygium? 

A triangular thickeniug and extension of the conjunctiva 
and subconjunctival tissue on the cornea (^see Fig. 39j ; the 
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ftwtx of tbe triangle la towaM the center of the cornea, the 
tae usually towatil the inner oanthni mmetime. lovrard the 
Zer canthu., and ™iy rarel, m other tlireetion. It .. mo«l 
common in warm and ,ln.t) eountne. .t continue, for a cer- 
tain time proBre»i%e, anil then ma> remam nationary for au 
Melinite period ; ,t i. un.iBhtlY and maT impair ™ion by 
encroacliinB » the -p.co oi the pnpil or hi cu.ing aetig- 
matiani. 

•mat i« to be dons for jterygimn ? 

If not cjtemling its area u,»n the coma, it may be left 
„„,li.turhe,l, but if the corneal i«.rtion be increaras it .h.iold 
r. imoved To do tlii., seize the n,»i with .trab»mut-f..r- 
c^pTaTd ta 0|»n it. Tlicii with a knife separate tbe . 
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lying tissue from the clear cornea, beinj? careful to remove it 
all, leaving nothing but the transparent corneal tissue. Con- 
tinue the incision until the extracorneal part of the pterygium 
is also separated from the sclera for some distance hack from 
the corneal margin. The mass thus isolated may be disposed 
of by either of the following methods : It may be excised by 
two cuts with the scissors, starting from the cornea at the 
upper and lower edges of the pterygium, and converging until 
they meet near the caruncle. 

It may also be caused to atrophy by transplantation, by 
making an incision from the lower border of the pterygium 
below the lower margin of the cornea, and fixing the corneal 
portion of the growth in this position by a suture. Still better 
is the McReynolds method. The conjunctiva is undermined 
below the pterygium, and a suture passed through the apex 
of the growth. Both ends of the suture are passed under the 
conjunctiva, and brought out and tied J or J of an inch below 
the cornea. Pterygium often recurs after removal and may 
limit ocular movements and cause diplopia. Scars following 
operation may also interfere with the lateral movements. 

What is Pinguecula? 

A yello^vdsh thickening of the conjunctiva and subconjunc- 
tival tissue at the inner, or rarely the outer, margin of the 
cornea. When inflamed it may be quite prominent, and if 
annoying to the patient may be excised. It has no tendency 
to spread upon the cornea or to prove otherwise injurious. 

What are Meibomian concretions ? 

Masses of the secretion of the Meibomian glands whi(;h 
may in time become calcareous ; they appear as yellowish- 
white spots of the size of a pin-head beneath the conjunctiva 
of the lids. When they give rise to irritation they should be 
removed. 

What is subconjunctival ecchymosis? 

The effusion of blood beneath the conjunctiva. Small 
effusions occur in all severe conjunctival inflammations. 
Large ones, sometimes requiring several weeks for their re- 
moval, are due to disease of the vessels or to straining in 
coughing, vomiting, etc. They are especially frequent in 
connectioQ with whooping-cough. 




of tuberculosis of 
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lite bdfl atfc swollen and tb^r coDJaDctival surface pr«^als 
eaperfktal |»tcbes or nodules uf red. or yeilowt^h-gray or 
white, which uroi lo hnak down ami ulceraie, Tulierrle-I>acilli 
are often rerr <lifBcall to fiml Thev are heet (leiDonstral«<) hy 
in-xnlatioD esperimpnts. The Irmphatic gland in front of the 
ear b affected earlv. The disea^ run^ a veir chronic course. 
The Ireniment ie complete excimwi of the diseased tissue, destruc- 
tion with the ^Tsnorautery or Terr thorough curettint; 
under general aue^h^a. followed hv ibe application nf 
strong carbolic arid and •'uhriequent drefSiDg with iodoform. 

What other morbid condibonB affect the coQinsctiTa ? 

Amyloid degeneration usually affects the inner surface of 
the lid, causiDg a pale waxy appearance and considerable 
tbickeoing. It is a strictly local process, the ti^ue involve<l 
may be removed by scraping. iVnipftiyiM occurs in the con- 
junctiva in cachectic patients who usually suffer from pem- 
phigus of the skin. Isolated spots of the conjuDctiva lose 
their epithelium and shrink. Adhe«ons form between the 
bnlliar and palpebral portions of the membrane until the con- 
junctival sac is obliterated, the lids bound closely to the 
globe and sight lost. In xeroxi» the conjunctiva lieconiee 
contracted and dry with gray scales on the surface. Dermoid 
tuttwrg are usually situated at the margin of the cornea 
partially upon it. They are smooth, of a yellowish color, 
semble the skin in structure, aud sometimes preeeut fine halra 
growing from the surfiice ; they require removal. Simple 
polifpiie, sarronui, epilhelinma. jiapilliiiiia, and *yphiUtie iileerg, 
both secondary and primary, occur upon the conjunctiva, 
may be the seat of pigment dejmsits. 

What diseassB affect the camncle ? 

It id subject to chronic non-inflammatory eulai^ment < 
called eneanlhin. Rarely it is the seat of nbgeeg* : it becomes 
red and swollen in connection with conjunctivitis. Occasionally 
short httire spring from it, which may cause intense itching 
and irritation I>y coming in coijtact with the eyeball or inner 
■ttr&oe of the lid. 
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Wliat is phlyctenular or stnunooB ophthalmia? 

An inflammation always involving the (Njnjuiietiva, and 
often the cornea, (Jependetit largely on n certain conslitiitional 
condition or u]>on disease of the nasal jiuBsagea, occurring 
usually in children presenting repeatdl exacerbations or 
attacks, which tend to rather speedy recovery, but which may 
in the end leave the cornea seriously damaged, and which are 
characterized by the appearance of phlyctenules, usually nt the 
corneal margin or limbus of the conjunctiva, or upon the 
cornea. 

Describe a phlyctenule. 

Ou the conjunctiva it appears suddenly, that is, iu a few 
hours' time, as an elevated patch from one to three millimeters 
in diameter, which patch aHer a day or two \ia» au abraded 
surface, but continues elevated throughout (see Fig. 40j, It 
gradually subsides after a few days, being followed by a com- 
plete restoradon of the part to its normal appearance. On 




the cornea it b^ns as a minute elevation of the surface epi- 
thelium, which 18 soon lost, allowing the esca[)e of a drop of 
fluid, and the ulcer so formed slowly heals, leaving a gray 
cicatrix that l>ecomes more like normal corneal tissue as the 
child grows older, and may become quite imjierceptible, 
except bv its interference with the proper refraction of 

light. 

Describe the hyperemia of phlyctenular ophthalmia. 

When the conjunctiva alone is the seat of phlyctenules, only 
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onjuuctival vessels nre involved, and nininly those ruD- 
ning to the particular part or parts where the phlvcteiiules are 
id ; this causes the white of the eye to l>e reddened in one 
1 cei-taiu directions, while other radiating sertors may 
have the normal color. If oite is situated near tbe margin of 
the cornea, there will be a pink zone of hyperemia of the 
vessels, hut it will he maiuly or entirety confined to that 
f the cornea. If the phlyctenule be at the center, or if 
there he several on various parts of the cornea, the pericorneal 
zone will e.ttend all round. This hyperemia of the surface 
of the globe is so obvious that it cannot escape notice ; it 
becomes very marked with e&t.-\\ fresh eruption of phlyctenules 
and quickly fadee away again. But there will also be found 
I hyperemia of the inner surface of the lids, which is worse 
during the attacks, but which persists during the intervals, 
and requires that the local treatment for it be kept up until it 
is completely cured, if immunity is to be bad from future 
exacerbations of tbe disease. 

What &re tlie other symptoms of a phlyctennlar attack ? 

There is much of the usual smarting, burning pain of a 
conjunctivitis, and in many cases, especially those involving 
tie cornea, a very strong inclination to keep the lids tightly 
closed. This is spoken of as pbotophobia, but it is not a 
simple dread of light. Primarily it is more a dread of 
having the cornea exposed to the air ; and tbe eyes will be as 
tightly closed and the head as deeply buried in the pillow in 
complete darkness as in ordinary light. When, however, the 
exclusion of ligiit has been permitted for a few daj-s, a true 
pbotophobia is added. The spasmodic closure of the lids is 
probably due to the corneal lesion, hut it may he increased 
or continued by an abrasion or fissure of the akin at the outer 
canthua, which is brought about by the continuous overflow of 
tears at this point that goes on when tbe lids are kept violently 
pressed together, and which, when once formed, may act as 
a source of reflex irritation. Excessive lacrimation is a 
symptom generally present, and the slight increase of mu- 
cous secretion is so diluted and washed away as Dot to ' 
recognizable. 
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How should phlyctenular ophthalmia be treated ? 

Strict attention should be paid to prencral liy<j^iene, as|)ecially 
to secure outdoor life a considerable i)art of each day, the 
prevention of constipation, and the careful re<):iilation of diet. 
It is often necessary to instruct parents as to the harm of the 
free use of tea and coffee, the taking of sweets between meals, 
and the inability of the stomach of a delicate child to deal 
with certain foods. Of general tonics, prei)arations of the 
iodid and chlorid of iron are most valuable. lx)cally, any- 
thing like a poultice or bandage must be strictly avoided. It 
is sometimes worth while to order the use of (lark glasses to 
prevent the constant rubbing and wiping of the eye. The 
strong astringents, like silver, zinc, and tannin, are only to be 
used for lightly brushing the inner surface of the lids. The 
ointment of the yellow oxid of mercury should be used once a 
day. If the cornea be much involved, atropin instillations 
will lessen the irritabilitv. Treatment should not be inter- 
mitted in the interval between the attacks, but continued 
until the liability to them is quite removed. The condition 
of the nose should be carefully looked into, any abnormality 
corrected, and rhinitis efficiently treated. Opacities of the cor- 
nea are to be treated after methods to be presently described. 

DISEASES OF THE CORNEA. 

What hyperemia attends inflammation of the cornea ? 

The blood-vessels on which the nutrition of the cornea 
depends being situated, not in its substance, but in a zone 




Pig. 41. — Pericorneal zone of hyperemia, 

around it, the hyperemia manifests itself in this zone. Nor- 
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mally these vessels are quite iuvisible, but when the cornea ii 
iaflamed their eulargemeiit causes the appearance of a pink or 
rose-coloreii zone, most deeply colored at the corneal mai^in, 
and shading off gradually into the white sclerotic (see Fig. 
41) ; this may be of equal width all around the cornea, or it 
may be narrower or quite al«eiit at some parts of the corneal 
circumference' The same pericorneal zone ia seen in iritis 
md in inflammatioii of the ciliary body ; it is to i>e earefnlly 
distinguished from the redness dne to conjunctivitis, which is 
deepest where the conjunctiva passes over from the lids ou to 
the eyeball, and may fade out entirely toward the cornea, 
which involves the superiicial vessels. It should be 
remembered that the two kinds of hyperemia not infrequently 
co-exist 

What are tbe other Bymptoma of keratitis ? 

The pain may be either of the burning; or smarting charac- 
er experienced in conjunctivitis, or it may be an aching, or 
both kinds may lie felt. There is also dread of exposure to 
the light and air, and excessive lacrimation. The cornea to 
a greater or less extent loses its transparency by infiltration, 
causing obscuration of the red reflex from the fundus, ns seeu 
with the ophthalmoscope, a gray or translucent appearauce by 
oblique illnmination ; and hiding or apparent altering of the 
color of the iris as seen through it The surface of the cornea 
may also lose its normal regularity, either by lo% of subetauce 
forming an ulcer, or by cicatricial contraction drawing it out 
of shape. 

Wliat is a simple or non-siippiirating corneal ulcer? 

The condition produced by the loss of a portion of the epi- 
thelium and deejer true corneal tissue. It is best recognized 
by examining the reflection of a window or a lamp-flame giveu 
by the cornea, and moving the point of view, or the light, or 
the eye under inspecljon, so that the reflection shall be snccea- 
sively received from all different parts of it. The extent o" 
the ulcer is often best revealed by instilling a drop of flui 
rescin solution, which stains green the portion of the cornea 
deprived of its epithelium. While the ulcer is increasing the 
tissue about it may remain almost entirely transparenti but 
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more commonly is somewhat gray. But as the loss of sulv 
stance is repaired by tissue that is not transparent, the process 
of healing gives rise to considerable opacity, which afterward 
slowly lessens as the reparative tissue becomes more or less 
completely transformed into true corneal tissue. 

What are the causes of corneal ulcer ? 

Direct injury, exposure to the toxins arising in certain 
forms of conjunctivitis, disease or injury involving the oj)h- 
thalmic branch of the trifacial nerve, and constitutional states 
of impaired nutrition, as old age, starvation, exhausting fevers, 
and malarial poisoning. 

What is neuropathic keratitis? 

A condition caused by disease of the nucleus or the oph- 
thalmic branch of the fifth nerve, and usually attended with 
ulceration. The sensibility of the cornea, when tested by 
touching it with a twisted point of absorbent cotton, is com- 
monly found to be subnormal, corneal anesthesia ; and there 
may be other evidences of the nerve-disease. Usually there 
is some general haziness of the' cornea. The treatment in- 
cludes protection of the eye from irritation by closure under 
a light dressing, and the instillation of a solution of atropin 
or eserin. After destruction of the Gasserian ganglion, the 
disease may be prevented by keeping the eye closed and 
protected for several weeks. 

What are the peculiarities of the corneal ulcer occurring 
with herpes zoster ophthalmicus? 

It appears during or afl^r the height of an attack of oph- 
thalmic or frontal herpes or zona ; often confounded with 
erysipelas on account of the swelling and violence of the in- 
flammation. It is most likely to occur if the skin of the nose 
is affected ; it is usually complicated by interstitial inflamma- 
tion of the cornea and of the iris ; it runs a slow course and is 
not helped by active local treatment. In this as in neuro- 
pathic keratitis the sensitiveness of the cornea to touch is sub- 
normal. 

What are the characteristics of the malarial ulcer ? 

It occurs in patients that have otherwise manifested malarial 
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poisoning, is superficial, Ims tlie uliaj* of un irregularly branch- 
ing line, and requires a regular auliiualaria! treatment. 

What is herpes of the cornea? 

An eruption of small vesicles upon tlie cornea, which 
quickly become ulcers and may run together, forming a linear 
ulcer of considerable sine. It usually occurs in conuection 
with febrile diseascB, especially those of the air-pasBages, 
Healing comes with improved general nutrition. 

What are the other kinds of non-perforating corneal nicer ? 

Deiidritie or mycotic ulcer is named from its brauching 
fomi or its mycotic origin. It should be treatetl by scraping, 
touching with the galvanocautery, or thorough rnbbbg with 
tincture of iodin. 

- Bulhui kertdiiin is characterized by blebs tliat form on the 
cornea and rupture, leaving ulcers. These recur again and 
again, attended with severe burning pain and hyperemia. 
Eyes with nutrition daiuaged by previous disease or trauma- 
tism are likely to be thus affacled. General tonics, with atro- 
pin and hot applications to the eye, constitute the treatment. 

FHamentoni keratitis is the name applied to cases of corneal 
ulcer from which hang minute threads of tiseue or fibrin. 

What is the treatment for simple ulcer of the cornea ? 

When due to conjunctivitis, either acute or chronic, it is 
esseutially the treatment of the conjunctivitis. In so far as it 
is due to impairment of general nutrition, coustitutional treat- 
meut is required, as rest in lied, good food, and tonics. In 
such cases, and in those due to nerve-diseaae (neuropathic 
and herpetic), the cornea must be protected from iujurioiis 
influences, and healing must be favored by loc^al warmth. 
To this end the eye may be covered with a thin l)andage, 
which must Ite kept from becoming damp, so that it would 
act as a poultice. Or dry heat may from time to time be 
applied, or the eye occasionally bathed for a few minutes with 
water as hot as c^n lie borne. Atropiu, or eaerin, which has 
a similar power of stiinulating the nutrition of the cornea, 
may l>e instilletl from one lo four times a day, Holoeain, in 
t or I per cent, solution, may he used in the same way. Be- 



DISEASES OF THE CORNEA. 



Ill 



sides relieving pain, it exerts a beneficial influence on the 
healing of the ulcer. Such use of cocain would he danger- 
ous. Strong astringents are to be avoided, except as they are 
indicated for the treatment of a causative conjunctivitis. 

What happens when an ulcer perforates the cornea ? 

The aqueous humor escapes, and the lens and iris are 
pressed forward against the cornea, the 
pupil immediately contracting, so that 
usually it is the iris that is in immediate 
contact with the point of perforation. 
Lymph is then eflfused upon the iris and 
with it closes the opening, and the aqueous 
reaccumulates. After this, if the perfora- 
tion is very small, the iris may, with the 
help of atropin for a central, or eserin for 
a peripheral perforation, be dragged away 
from the cornea; this is the best result 
possible. If the iris remains incorporated 
with the lymph that goes to make up the 
cicatrix, a permanent anterior synechia is 
formed. When the area of the perforation 
is large, as soon as the escape of aqueous ceases with the 
plugging of the perforation with iris and lymph, this plug 
bulges forward and tends to drag more iris into the opening, 
causing an anterior staphyloma, that tends to increase. 

How should perforating ulcer be treated? 

When threatened, the cornea should be tapped as a preven- 
tive, not through the bottom of the ulcer, but through some 
other portion. The operation is done by passing the point of 
a cataract-knife or a paracentesis-needle (Fig. 43) obliquely 




Fig. 42.— Results of 
perforating ulcer. 
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Fig. 43.— Paracentesis-needle for evacuating the aqueous humor. 



through the cornea, then rotating it so that it will spread the 
lips of the wound and allow the aqueous to drain slowly 
away, and then withdrawing the knife, taking especial care 
that the point shall at no time touch the capsule of the lens. 
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To fertasm Ibie eotmi mar he used, bat repeated applia^ 
tiofw of it »boalil be aroided in all ample curneal aiceis. If 
perforatitm haa occurred. Etrong floIndoD^ of e^erin or siropin 
mar be uaed to drag tlte iris loose, but if tbe cicatrix holds 
the irie and bulgee aith iL it should he excised, either by a 
BiDgle Hiip with tbe scissors, or by trBn:<lixiDg with a cataract- 
knife and shaving off one si<le aoJ completiDg the removal 
with Bctteoie. This operatioa must Ite repeated as often ae 
the renuiining dcatrix bulgee, to secure parts of the cornea 
not inyolved in tbe ulcer irom sul«equeot damage by increan 
of the etaphyloma. 
What is serpent or pnenmococcns nicer ot tJie cornea ? 

An ulcer which tends to remain superficial, hut to spread 
all over tbe cornea by a mai^n of yellowish-white infiltration 
with an overhanging edge. It depends u{x>d the growth of 
the pneumococcus between the su]>erfidal layers of the cornea. 
It may result in perforation and loss of the eye, but more 
frequentlv damages vision by the insularity it 
the corneal surface. 

How should serpent nicer he treated? 

By thorough acraiiiiig of the edges of the uk«r wherever ^ 
a point of the characteristic infiltration can be discovered ; 
repeating the scraping as often as any such point appears, and 
supplementing it by touching the infiltrated portion with 
tincture of io<lin or dilute nitric add. If the case cannot be 
seen every day, it is I>e.-t to destroy all infiltrated (issue with A 
the actual cautery. 
Wliat is suppurating nicer of the cornea ? 

An ulcer the iMise and margins of which are of a yellowiab> 
gray from purulent infiltration, and which tends to extend in 
one or more directions by the breaking down or sloughing of 
this infiltrntfiil tissue. lis peculiar character and tendency 
are due to infection by one or more varieties of the pyogenic 
kmirleria, as the streptococeuH, staphylococcus, or gonococous ; it 
may arise either from a simple ulcer, or as a point of infection, 
or from an alacwe ; it temls strongly to perforation, and maj 
Iwid to Biippuration of the deeper tissues and functioni 
destruction uf the eyelmll. 
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How should snppiiratiii£ ulcer of the cornea be treated 7 

All softened tissue should be carefullj- straiKnl away with 
the corneal spud, the operator at the same time pressing out 
most of the infiltration from tlie tissue ndjoiniiig it. The 
ulcer is then to be thoroughly washeil with a solution of 
mercuric iodid, trikresol, or formalJehyd, and the scraping 
and washing repeated daily until the ulcer los«8 its tendency 
to suppuration ; then treat it as a simple ulcer. The disin- 
fection of the ulcer aod removal of dead tissue may also be 
effectually accomplished by the use of the actual cautery or 
galvanocautery, applied so as to destroy all the infiltrated 
sloughing tissue. 
What is ahscess of the coniea ? 

A circumscribed collection of pus witJiin the cornea. It 
tends to increase by the involvement of neighI)orii]g tissue 
until it finds an outlet ; it causes a yellowish opacity beneath 
the surface of the cornea. In rare cases the pus does not find 
an outlet, but remains to undergo caseation, giving rise to a per- 
manent opacity of the cornea, which may also he a permanent 
menace of future inflammation aud ultimate loss of the e)'e. 
What is the tiaatment for corneal abBcess? 

Open it freely. This may require a crucial incision or even 
the removal of some of the overlying tissue. Then treat it 
as a suppurating ulcer. 

What are onyx and hypopyon 7 

Onyx is an accumulation of pus between the layers of the 
cornea, near its lower mar- i t '■ '/ 

opaque, the color of pus, and \ Mva»^l^f 

its upper margin is nearly or V. /j^m^S^ ^ 

quite horizontal; it appears \ ~/OSK f^ ^^ r" ~'3 

in connection with abscess or ImK^^^^^^ 

suppurating ulcer of the cor- MJ^t^^ 

nea. Hypopyon has a similar .,^^^^0!/ 

appearance, but it is a collec- Fia.44,-Pitiiationofthcvariou8ei[u- 

tion of pus at the bottom of ilnteHil.thcpnBlcriiirkeratliiammpU- 

., . '^. , , , o '": 2, hyjiopyin; 3, iiiys (nfliT Meyer), 
the anterior chamber (see 2, 

Fig. 44). On changing tbe jKisition of the eye, it is more 
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a|)t lu Ite displacetl thiiu onyx. C'luse itispection with the 
binoculivr magnitier aud the use uf oblique illuniiimtioD will 
reveal the podtiun uf the accumulation. H_v|X)pyou may- 
arise from stippuratiou of the iris or olher deep structures o* 

That is interBtitial keratitis ? 

A chronic inflaminatiou of the true suhatance of the coruea, J 
leailiug through exuttatioo tu opacity of that menibrnue. Tba-fl 
opticity begins near the margiu of the cornea, spreads towardff 
the center, and be^us to clear up first at the margin. There ^ 
is a zone of pericorneal hyperemia when the inflammation m 
at its height, and even when this seems, at first glance, to be 
absent, it is often very readily provoked by exposure to light _ 
or by touching the eye. In most cases the cornea itself be- 
comes vascular, the vessels being quite fiue aud lying deep ii 
the tissue. From three weeks to as many years are requin 
for the disease to run its course ; it is frequently attended b_ 
iuflammation of the iris aud deeper parts of the eye. Ito ' 
most frequent cause is inherited syjjhilis, but it may depend 
on other causes of malnutrition. When due lo the former 
cause it is f^euerally aa^nipauied by the <]eformity of the 
teeth known && Hiitckinson teeth (see Fig. 45). When the I 
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Fir.. IS.— Hulchinson leeth ; flefonnlty of [he upper indsora. 

disease has completed its course there is almost always con-] 
siderable clearing up of the coruea, and in young children «■! 
complete restoration may follow great opacity. 

Wliat is the treatment of interstitial keratitis ? 

Ix)cally, irritants are to be avoided, the pupil should bfrl 
kept well dilated with atropin, and the eye bathed once ( 
twice daily with hot water, until the stage of hyperemia andH 
irritability is past. After this instillations of calomel, t 
application of the ointment of the yellow oxid of mercury, 
may be resorted to to hasten the absorption of the opacitr. 
The constitutional treatmeni must be such as to quicken 
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nutritive proceaeea, plenty of exercitte, fresh air, good fowl, 
prepar&tioug of iron, and small or nimlerute duties of jMtii^um 
iodid, with small doses of inertiurie clilorid. Even wlien due 
to syphilis the disease does not yield any more promptly to 
prolonged active specific treatment, hut mercurial inunctions 
at the outset may be of marked beuefit. 

What is pajmns ? 

A vascular opacity of the cornea, due to chronic conjunc- 
tivitis, trachoma, and affecting mainly the [wrtious of the 
cornea that come most constantly in contact with the lids. 
Sometimes it is sharply confined to the portion of the cornea 
that comes in contact with one lid, as in Fig. 4ti ; in other cases 
the whole cornea is more or less involved. The opacity lies 
closely beDeath the corneal siirthce, only exceptionally affe<'t- 
iug the deeper layers ; and the vessels in it come off from ihe 
conjunctival vessels, often including quite large branches. The 
paunus grows better or worse with the coujiuictivitis causing 
it, aud with it tends to continue indefinitely if not treated. 

What treatment shonld be adopted for pannus ? 

The treatment of the conjunctivitis causing it. When the 
pannus is general, and the whole cornea supplied with blood- 
vessels, there is very little danger of the iwrforaliou of the 
cornea by ulceration, and it becomes practicable to treat the 
conjunctivitis hy methods that woultl 
at other times be unjustifiable; one 
of these is to cut short achroitic gran- 
ular by an acute purulent conjunc- 
tivitis, produced either by applying 
the toxins of pyt^nic bacteria or 
by repeated brushing of the everted 
lids with an infusion o{ jequirH>!. 
When a vascular opacity persists 
afier the cure of the conjunctivitis 
which caused it, pentoiHy may be 
resorted to. In this operation an fig, 46.— PRnnns of ihc upper 
incision is made parallel to the Pg_^ofihe cornea (-ftiTSftiie- 
corneal margin, and three to five 
millimeters from it, the conjunctiva and sul)conjun clival tissue 
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included betweeu it and the corneal margin completel^r^l 

moved and the exposed Bclera thoroughly scarified. Tlie same 
tissue and vessels may !« destroyed liy the galmnocautery. 
This ia doue around so much of the corneal margin as fur- ■ 
nifihes vessels to the coroea. Another methoii of treating 
such cases is with the spud or other similar instrument to 
scrape away the opacity from the cornea until only transparent 
tissue is let% repeating the operation if necessary. 

What are the different kinds of opacities of the cornea ? 

A very faint opacity, scarcely pei-ceplible unless looked for 
by oblique illuuuuation, is called a nebula. A s^iot of per- 
ceptible but not complete opacity is spoken of as a macula, 
and one that is densely opaijue and usually of a white color 
is called a kiieoma. Ulcers of the cornea cause these various 
o)Hicites accordiug to their depth, leueoma being left by an 
ulcer that has destroyed most of the thickness of the cornea. . 
When the leueoma is the cicatrix of a perforating ulcer, und 
has still a portion of the iris embetided in it, it is called an 
adherent leucoimi. 

"What corneal opacities are cO'ngenita.l 7 

Occasionally minute dots are foimd scattered through the 
cornea es a congenital defect. Another form of congenital 
opacity, affecting the whole cornea, seems due to a sort of 
intra-nteriue, interstitial keratitis. Although m dense as to 
hide the pupil at birth, it may clear up snfhciently to allow 
very useful vision. 

Wliat is bandlike opacity of tlie cornea 7 

A form of opacity that affects eyes that have lieen lost by 
previous inflammation ; and sometimes, in old people, eyes 
previously healthy. It coufflsta in a film of calcareous matter 
iie|)osited just beneath the epithelium in the bund of cornea 
that is habitually exposed to the air by the o]>euiug of the 
lids. 

What may be done for corneal opacities? 

The period of absorption and resolution after the formadou 
of an inflammatory opacity of the cornea may lie prolonged, 
and rendereti more effective in the removal of the opacity, by , 
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the occasional use of mild irritant applications with massage, 
such as instillations of calomel or the application of the oint- 
ment of the yellow oxid of mercury, also by repeated bathing 
of the eye with hot water. 

What operative treatment may be needed ? 

Where a leucoma hides the pupil while other parts of the 
cornea are clear, an iridectomy may be done to give a clear 
pupil. Usually the vision thus obtained will be quite im- 
perfect, and if the patient previously possessed good vision 
with the other eye, he will not feel the operation to have 
benefited him much, but if he has been entirely blind, the 
vision thus conferred will be very satisfactory. Bandlike 
opacity may be scraped off, and other opacities are sometimes 
rendered less dense by the operative removal of the opaque 
tissue. Transplantation of the rabbit's cornea should be done 
only where the opacity does not involve the whole thickness 
of the cornea. Tattooing w ith India-ink renders leucoma less 
of a deformity ; it must be repeated every two or three years 
to keep the eye looking its best, and it is not free from danger. 

What is staphyloma of the cornea ? 

The bulging of a cicatrix following corneal ulcer. It may 
occur where the cornea has not been perforated, but only 
greatly weakened ; but mostly it is a cicatrix involving the 
iris. The incorporation of the iris with the cicatrix causes an 
increase of the tension of the eyeball, which often leads to the 
distention of the whole globe, but more especially of the com- 
paratively weak cicatrix. In the process of distention the iris 
may be more and more drawn into contact with the cornea 
until it is all involved, the partial staphyloma becoming total. 
In some cases the prominence of the globe is so great that the 
lids cannot be closed over it, and the exposure causes a con- 
stant inflammation of the part. 

What is to be done for staphyloma? 

When but partial, some of the cornea remaining clear, an 
iridectomy should be done if it shows any tendency to increase 
or there is high tension of the globe. When the bulging of a 
total staphyloma is excessive the cornea, lens, and ciliary 
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botly may be renioveil l>_v llie o))eratiuii of ubgeisgiuti, or kera- ] 
tectomy : oreum-leatioii of thecyeliall ur one of the substitutes | 
tor eiiucleatiuD may he dune. 

What is conical comea? 

By exhausting coDstitutioiia] disease the cornea Diay be so 
soft^ed that without previous thiuDiiig by ulceration it yields 
before the teosioa of the contents of the glolw. When the 
yielding ia mainly at oae point the cornea euaim to assume a I 
somewhat conoidal shape, antl hence tlje affection is called ] 
eonieal cornea. The same appearance may be caused by I 
thickening of the cornea over the region of protruition. 

With moderate projection the cornea remains clear, hut i 
becomes hazy if it be excessive. The apex of the cornea ] 
always shows a highly myopic refraction, but tlie sides are 
leas myopic or even byperopic. These conditions give a pecu- 
liar angular form to the light and shadow in the pnpil when 
examined by skias(H)py. The condition may continue pro- 
gressive until the eye is deprived of useful vision, but the 
disteiide<.l cornea very rarely ruptures. 

Wliat can be done for conical cornea? 

When mwlerale in ilepree and not progrcfeive, gooii vision 
may be obtained by correcting lenses, especially very strong J 
concave cylinders. When the protrusion is very great and J 
increasing, it may Ite checked by cutting the apex of the '1 
comea or burning it with the galvanocaulery ; tliis leaves this I 
part of the cone more or less opatjue, but vision may some- ' 
times be improve<l by doing an iridectomy, so as to give a 1 
clear pupil behind the nios-t favorable part of the cornea. 

Wliat is keratoglobus ? 

A globular enlargement of the cornea, which may come to j 
have a diameter one-third Kfcat^'' than normal and to be cor- I 
respondingly prominent. The anterior chaml)er is deep, the I 
iris flat, and the pupil small. This condition develops i 
early life. Correction of the error of refraction is the only I 
treatment indicated. 

t Wbat is arena senilis ? 

\. gray arc a little distance within the njiper and lower J 
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margins of the cornea, which gradually l)ecoraes more dense 
and extends until it forms a complete circle. It is due to a 
fatty change in the cornea, is usually seen in old people, but 
sometimes occurs in childhood ; it is of very little practical 
value as an indication of fatty degeneration in other parts of 
the body, and does not constitute any serious contraindication 
to corneal operations. 

DISEASES OP THE SCLERA. 

What is scleritis or episcleritis? 

An inflammation of the sclerotic coat and overlying tissue, 
showing itself in purplish patches of deep hyperemia, running 
a very chronic course, like inflammations in other dense 
fibrous tissues. It may end in complete resolution, though 
sometimes not until the softening of the coat has led to a local 
bulging or staphyloma. Sometimes as one patch gets well 
another is affected, so that the disease is continued for months 
or years. It is dependent on constitutional conditions, espe- 
cially rheumatism. 

What is the treatment for scleritis? 

Avoid irritant applications ; bathe the eye with hot water 
and instil atropin solution ; touching the affected area with 
the actual cautery, or gentle massage through the closed lids, 
is sometimes beneficial. Greneral treatment is even more im- 
portant. Syphilis, gout, or rheumatism should be carefully 
attended to. Diet and habits of living must be regulated ; 
and it may be worth while to try change of climate and the 
use of mineral waters. 

How does staphyloma of the sclera occur ? 

Through weakness of the sclerotic coat by traumatism, 
deep inflammation, or gumma of the ciliary body ; or through 
prolonged increase of the intra-ocular pressure. It is divided, 
according to location, into ciliary, equatorial, and posterior 
staphyloma. The former are seen as elevations and thinnings 
of the sclera. The latter is studied with the ophthalmo- 
scope ; it accompanies myopia. liemoval of the cause is the 
only treatment. 
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What are the evidences of hyperemia of the iris? 

e of pericurueal redness, just like that seen in keratitis 
(see page 107), coutraction aud Hluggiahaess of the pupil, and 
thickening and discoloration of the iris itself. The discoloratioii 
ia aear<jely noticeable in certaia brown eyes, but in eyes nor- 
mally gray or blue it causes a greenish hue that is quite dif- 
ferent from the normal apjtearauce. Change of color in the 
iris may also be caused by discoloration in the cornea or 
aqueous humor. Very pronounced hyperemia is always to 
' e regardeil as indicating actual inflammation of the iris, but 
sometimes iritis occurs without hyperemia that has attracted 
the attentiou of the patient 

What are the subjective STmptoms of iritis? 

Pain, of an atbing or neuralgic cJiaracler, located in and 
alxiut the eye, often referred to tlie brow or uitle of the uoee, 
is generally present and severe ; it is liable to exacerbations, 
especially at night, in which it i-i but partially relieved by 
morphin. In some cases pain is quite absent Tenderness 
of the eyeball on pressure may be entirely absent, and whea 
present it is generally to l>e referred to an accompanying cy- 
cHtis. The eyes are irritable ; the discomfort or pain is 
icreascd by attempts to use them, or on ex)xi8ure to lighL 
Vision is usually imperfect from clouding of the media by 
exudate. 

What are the effects of exudation in iritis ? 

The iris is thickened and its normal retraction toward the 
periphery, which causes the normal dilatation of the pupil, is 
prevented. This may lie the case for all parts of the iria 
equally, or it may be conhned to certain segments of the iris, 
when the thickening of these parts is more noticeable and the 
dilatation of the pupil irregular. The conunon cause of 
irregularities of the pupil is the adhesion of some part of the 
iris to the leus cft[iBule. When the pupil is contracted, the 
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^^^ iris near its margin rests ui>oii the cajisule of the lens. If, ia ^H 
^^^k '^Ib position, any plastic exudate is thrown oul u)>ou its pi)»-'^^| 
^^H V surface, it will l>e gluud iust to tbe lens. At first tba^^H 
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wide dilatation of the pupil by atropin is able to tear loose 
these adhesions and liberate the iris ; later it may stretch 
them and thus secure some additional freeilom of motion, but 
after a time they become organized, and mydriatics have 
little power over them. 

How would yon look for irregnlarity of the pupil? 

Commonly at first the pupillary margin of the iris becomes 
adherent at scattered points only, at which the iris remains 
bound down while other parts of the pupil dilate, and thus 
the pupil becomes irregular. 
This irregularity is only shown 
or best shown under conditions 
that conduce to the dilatation 
of the pupil. In strong light, 
looking at a near object, the 
pupil may be perfectly regular, 
when by the use of a mydri- fig. 47.-Adhcsioiisof iristoiens 

^4-i^ ^« ^,T<x«^ ;« « Ai,^ i:«u* ^^ capsule in iritis, shown by dilating 

atic, or even m a dim light or the pupii. 
by relaxing the convergence, 

it is shown to be very irregular. In doubtful cases it is well 
to dilate the pupil with cocain or euphthalmin, to make cer- 
tain the diagnosis, before employing one of the stronger, more 
persistent mydriatics. Fig. 47 represents the pupil as irregu- 
larly dilated by a mydriatic in iritis. 

Wliat is exclusion of the pupil ? 

The binding down of the whole margin of the iris to the 
lens, so that there is no conmnmication between the space 
back of the iris and the anterior chamber, the |)upil itself, 
however, remaining clear. 

What is occlusion of the pupil ? 

The pupil itself is filled with lymph, preventing any use- 
ful vision ; in addition to this the whole posterior surface of 
the iris may be fastened to the lens by the great quantity of 
plastic exudate. 

What is keratitis punctata posterior ? 

An opacity of the cornea produced by dots of exudate on its 
posterior surface (see Fig. 44). These dots of opacity are 
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usually distributed over a triangular area, as shown in Fig. 48 ; 
they are sometimes very fine, but may be so abundant as to 
run together, forming masses, especially at the lower part of 

the cornea. Commonly they entirely 
disappear within a few weeks or 
months after recovery from the iritis 
that causes them. 

Ficj. 48.-Deposit on poste- What is the general course of Mtis ? 

rioyurface of the cornea in j^ y^^^^ ^.^j^ moderate discom- 

fort, excessive lacrimation, and red- 
ness of the eye. These symptoms increase from day to day, 
oft«n for a period of two or three weeks ; the redness at 
first may be quite as much conjunctival as pericorneal ; 
the pain gradually assumes the character of an ache, which 
grows more severe and comes to be referred to the brow and 
cheek as well as to the eye ; the period of severe pain may 
last for several days or even weeks ; it terminates by gradual 
decrease, or ceases suddenly after the trial of some remedial 
measure or a good night's rest After the inflammation has 
subsided, the exudate diminishes, and, where adhesions have 
been prevented, it may disappear entirely. The redness sub- 
sides gradually, and after the eye has become white it may 
be reddened by slight irritation. 

What is serous iritis? 

Inflammation of the iris in which the serous element in the 
exudate so preponderates over the plastic that it does not 
accumulate in the iris or upon its surface sufliciently to cause 
any adhesion to the lens capsule ; but it always causes ker- 
atitis punctata. Cases of iritis, in the main serous, often 
cause one or two slight adhesions. Serous iritis is, at least in 
many cases, a cyclitis, with but little real involvement of the 
iris. 

What is plastic iritis? 

The most common form ; usually attended with pain and 
redness around the cornea, and running an acute course in a 
few weeks, with or without adhesions, according to the vio- 
lence of the attack and the efficiency of the treatment Some- 
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times it is more chronic, lasting many months, with re|>eate(i 
exacerbations, or it may be conij>aratively free from |>ain and 
redness, so that firm adhesions occur very insiiliously. Some- 
times the whole anterior chamber is tilled with plastic exu- 
date ; such a case is called one of spongy iritis. 

What are parenchirmatons and purulent iritis ? 

The former is characterized by great swelling of the iris 
itself, and is apt to leave some permanent changes in parts of 
its tissue. Purulent iritis is oiien included under this head ; 
it is apt to occur with purulent inflammation of other parts of 
the eye as purulent keratitis. It may cause hy|x)pyon, or the 
pus may be carried ofl^ without accumulating in the anterior 
chamber. 

What is insidious iritis or uveitis ? 

A form characterized by slight re<lness and pain, and 
absence of marked changes in the ap[)earance of the iris. But 
the attacks tend to recur, causing a general adhesion of the 
posterior layer of the iris to the lens capsule. It usually oc- 
curs in anemic, poorly nourished persons, who show signs of 
auto-intoxication. If not checked it is likely to cause blind- 
ness of the eye affected. Improved diet, and tonics with out- 
door life are indicated. 

What is syphilitic iritis? 

An attack occurring, as it very frequently does, as one of 
the secondary manifestations of syphilis. Generally both eVes 
are affected, though to a different extent, while in iritis froiu 
other causes but one eye may suffer. Syphilitic iritis runs 
a slow course ; though it often begins in the serous form it 
later becomes plastic. The adhesions of the iris to the lens 
capsule are comparatively broad and unyielding. Small 
papules or condylomata are usually to be seen near the mar- 
gin of the pupil. These are quite distinct from gunnnatn. 
They break down, sometimes giving rise to visible debris in 
the anterior chamber. 

What is gumma of the iris ? 

A rounded growth or swelling, appearing in the iris durinf 
the tertiary stage of syphilis, and always attended with iriti 
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Two or more audi swellings may Iw present in the same 
and both eyes are likely to be affected. Under active 
syphilitic treatment it commonly disap{)eare, leaving a distinct 
cicatrix or an atrophied patch in the iris. 

Wbat are the special characters of rhenmatic and gon^l 

iritis? 

The t'ornier may accompany an outbreak of acute rheuma- \ 
tism or may be caused liy cold. The pain and hyperemia are 
severe. Adhesions form early, hut are narrow and rather 
easily broken by a mydriatic. Only one eye may be affected, 
but attacks are liable to recur. It is likely to respond 
promptly to the free use of salicylates. Gouty iritis 13 
general resembles rheumatic, but the attacks are less sever 
and even more liable to recur. They may !« Insidious. 
What are the other important varieties of iritis ? 

Gmiorrkml ii-ltU may be extremely violent, with great! 
swelling of the iris and abundant exudnte, but it is likely 
end in rather rapid and comparatively complete recovery. J 
Sometimes it runs a chronic course, relapsing with every r&- 1 
currence of the urethral discharge. 

Biabntie iritie is usually quite jilastic, but may be purulent^ 
in character. It also ends in comparatively good recovery. ■ 

Traumaiie iriti>i may arise from direct injury of the iris, OtM 
irom bruise or wound of the eyeltall. that appears to leave th*l 
iris unharmed. 

Ophthalmia nodoga (see page 101) may involve the iris. 

Tubercular iritis may occur without evidence of tutiercular| 
deposits in other organs. 

Iritis often compiiuntcM kerutilis. 
What diseases mnst be distinguished from iritis ? 

Glaiieoma. in which the |m|)il is usually dilated and the^ 
tenfflon of the eyelmll [xrceptibly increased, and in which a 
mydriatic might do harm. Kertitilli', in which the pupil is 
contracted and the jiericorneal vessels injected, hut in which 
the pupil dilates well under one of the weaker mydriatics, 
and the corneal lesion may usually be discovered by care- 
ful examination. ConjirnHivifis, in which the redness is due 
to the enlargement of the conjunctival vessels aud the pupil 
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reacts freely, aud in which the use of atropiu would do no 
good, but would cause unnecessary annoyance. The pain of 
iritis has sometimes been ascribed to neuralgia, the redness 
and lacrimation being regarded as secondary to the pain. 

How should mydriatics be used for iritis ? 

Place the pupil under the influence of a strong mydriatic, 
as atropin, as soon as possible. This will not be especially 
difficult to do in serous iritis, but in severe plastic, or paren- 
chymatous iritis, the drug must be used vigorously. A drop 
of a strong solution or a little solid atropin sulphate should be 
placed above the cornea every live minutes until the pupil is 
dilated. To avoid any danger of atropin-poisoniug, the lac- 
rimal puncta should be kept everted during this time by 
pressing th^ finger against the side of the nose in such a way 
as to draw on the skin of the lids near the inner can thus. 
The keeping of the solution from reaching the mucous sur- 
faces of the nose and throat is made more certain by holding 
in contact with the puncta a bit of al)sorbent cotton. After 
the pupil is once dilated it must be kept so by instillations of 
the mydriatic, repeated every few hours. As the eye gets 
better the drug may be used less frequently, but it should be 
continued at least twice a day until the eye has been for some 
days quite free from pain or redness. 

What other local treatment does iritis require ? 

Bathe the eye with very hot water for a few minutes at a 
time. This may be done just before the instillation of the 
atropin. This will be found one of the best means to relieve 
pain. But the bathing must not be used very long at a time 
or very frequently repeated. Dionin, in 1 per cent, sol ution, or 
powder, placed in the eye once or twice in twenty-four hours 
will often relieve pain and secure wide dilatation of the pupil. 
The eye should be shielded from bright light. The wearing 
of dark glasses is usually sufficient after the violence of the 
inflammatory process has passed its maximum. A bandage, 
that might act as a poultice, is always to be avoided. Con- 
finement to a dark room is so depressing to the patient's 
general condition that it should generally be avoided, and 
never continued for more than a day or two. 
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When should local bloodletting be resorted to ? 

When the hyperemia is active aud the paiu severe. It 
will often afford more complete relief from pain thau will any 
other measure that can be resorted to. The relief from pain 
is a good guide to the amount of blood to be taken, and the 
recurrence of pain is the best indication for a repetition of 
the bloodletting. The blood is usually taken from the temple, 
as close to the edge of the orbit as is convenient. Either 
natural leeches or the artificial leech may be used. 




Fig. 49.— Artificial leech, knife and cylinder for drawing blood. 

What is the artificial leech ? 

A small rotary knife (Fig. 49) that can be set to cut to 
any desired depth ; and a cylinder with a piston to ex- 
haust the air from it. To use the leech, the skin is care- 
fully cleansed, and the cut made where the surface is suffi- 
ciently flat to permit the application of the end of the cylin- 
der. This is then applied to the moistened skin and rapidly 
screwed up to create a vacuum. Generally, one-half ounce 
or more of blood may be taken at one application of the 
cylinder. When the flow has nearly ceased, the blood may 
be emptied from the cylinder, which may be reapplied as 
often as may be necessary to accomplish the desired effect. 
The leech-wound should be washed and covered with collodion 
or adhesive plaster. 

What is the general treatment for iritis ? 

In the early stage of acute iritis, complete rest, with the 

h^oA elevated, is beneficial. At the same time a mild purge, 

action as may be had from the use of calomel, is 

\ exerting a beneficial influence on the 



DISEASES OF THE IRIS, 



127 



plastic exudate, whatever the cause of the iritis. If syphilis, 
rheumatism, or gout be actually present, it should he actively 
treated. Many of the worst cases of iritis occur in anemic 
and cachectic patients, to whom good food, avoidance of ex- 
posure, and the use of tincture of iron are a very imj)ortant 
part of the treatment Quinin, in moderate doses, is bene- 
ficial in nearly all cases. 

Wliat are the common sequels of iritis ? 

Adhesion of the iris to the lens capsule, called posterior 
synechia. This may be partial, causing 
the iris to be dragged upon in certain 
directions when the pupil should dilate, 
and in some cases rendering the iris un- 
healthy and liable to new attacks of in- 
flammation ; or it may be complete, 
checking the normal flow of aqueous 
through the pupil, causing it to push the 
iris forward, ballooning the iris (see Fig. 
50) ; or even, when the lens and iris are 
firmly united over a large surface, press- 
ing the lens forward, and causing a sec- 
ondary glaucoma. In some cases iritis 
leaves a myopia, usually tem|3orary. 
Occlusion of the pupil when it occurs is fk;. ao- liaiioonin^' 
to some extent permanent shiil"^ ^'^ ^^^ " ^^^ ^ 

How are the sequels of iritis to be treated ? 

Mainly by prevention, by active intelligent treatment in 
the early stages of the disease. If this has not been success- 
ful, something may be accomplished by the division of adhe- 
sions, when there seems to be a tendency to repetitions of the 
first attack. Iridectomy may be done if the adhesions have 
been extensive, and is urgently indicated for exclusion of the 
pupil and bulging of the iris. Occlusion may require iridec- 
tomy or even extraction of the lens. Myojna may need 
glasses for its correction, which will have to be changed or 
discarded if the myopia subsequently diminishes. 

Describe the operation of iridectomy. 

It is the excision of a portion of the iris. To do it an in- 
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ion is made in the margin of the coroea ne 
of the iris to be removed, then, if the iris is uot washed out 
by the escape of aqiieoiw, a pair of fine iris-tbrceps or an iris- 
hook is introduced and the part of the iris to be excised is 
pulled outside the corneal incision and cut off. Then the 
stump ia carefully returned within the anterior chamber, per- 
mitting none of it to remain in the corneal incision, and the 
eye kept closed uutil the corneal incision has united. 

What aie the principal yarieties of iridectoniT? 

Optical iridectomy is done when the natural pupil ia si 
structed by corneal opacity or exudate in the pupil as to prevent 
useful vision (see Fig, 51). The aim should be to make the 
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artificial pupil aa small as it can l>e made without <langer of its I 
beiug closed again liy inflammatory reaction. It ia better to ' 
so place the opening that the margin of the lid shall not come I 
before it, because the tears along the lid margin cause diffu- 
sion of light that interferes greatly with distinctness of visiOD. 
But if the operation is done for eornenl opacity, we are c 
compelled to place it behind the clearest portion of the cornea 
that will be exposed when the eye is open. Iridectomy to 
remove a foreign body or new growth in the iris will have ite 
|K)Bition and extent determined by the location and extent of 
the part of the iris involved. Iridectomy for glaucoma will 
1)0 considered in connection with the treatment of that disease. 



What other operations axe done on the iris? 

Iridofnmy, incision of the iris, when it is desired to make I 
an artificial pupil, and the iris ia held so much on the I 
streteh thai a simple incision will ^p sufficiently without j 
the removal of any tissue. This o|ieration is especially suit- | 
able for cases iu which the lens has been lost by injury oi J 
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through cataract extraction, aud the iris drawn up toward the 
scar by inflammatory contraction. It may be done with a 
knife or with the de Wecker forceps-scissors, which have one 
sharp point for penetrating the iris. If on incising the iris it 
does not retract enough to give a good pupil, a piece must be 
cut out with scissors as indicated in Fig. 52. IridodesiSy draw- 




FiG. 52.— Kuhnt's method of removing triangle of iris and capsule. 

ing the pupil into a new shape and position, is accomplished 
by making a small incision in the cornea, and drawing a part 
of the iris, including some of the pupillary border, into it, and 
fixing it and strangulating it there with a ligature. 

Wliat new growths appear in the iris? 

Cysts form in it, varying in size from one that is barely 
perceptible to one that fills the anterior chamber and causes 
glaucoma. These arise from traumatism, and sometimes 
include epithelium or a part of an eyelash that has been 
carried into the iris by some wound penetrating the cornea. 
They require removal. Benign granuiomaia appear as small, 
light tumors. Sarcoma is occasionally primary in the iris. 
Tubercles occur as small, whitish masses ; or the tuberculous 
deposit may take the form of one or more large masses, tuher- 
cular granuloma. The presence of tubercle in the iris is 
always attended with inflammation. The early removal of 
the part of the iris containing such growths may prevent 
general infection. 

Wliat is persistent pupillary memhrane? 

The remains of the membrane that entirely closes the 
pupil during early fetal life. Usually it consists of but one 
or a few threads that are attached to the anterior surface of 
the iris some distance from the pupillary margin, and which 

9 
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float freelv iu the aqueous humor, without hiudering 
mobility of the pupil or the trausmissioD of light. 

Vlut is coloboma of the iris ? 

An absence of a part of the iris. The term is sometimes 
applied to the space leA by iridectomy, but is geoerally, 
unless olherttise stated, to !>e understood as a coiipenilal 
deficiency, usually extending downward from the pupil. If 
complete, exiendiiig to Ihtj ciliary margin of the iris, 
reveals the border of the lens and the ciliary proct 
unless these, too, be partly wanting. 

Wb&t are tlie Dtber congenital anomalies of Uie iiia ? 

In a great many eyes the shape of the pupil is not exactlj, 
circular, and sometimes the irregularity of shape is consider-' 
able. Often the pupil of one eye is slightly larger than the 
other. Peculiarities in the pigmentation of the iris are often 
seen, and sometimes the iris of one eye difTera in color from 
the other. This is called fielerockromia, or hetei-ophtliafniot. 
When one eye is a decided brown and the other a unlforra 
blue or gray, indicating alsence of pigment, the latter mayi 
have been the seat of previous disease, or it is liable to m' 
affected by cataract, although the dark eye remains normal. 
Corettopia means that the pupil is not situated in ils usual 
position, but is more or less eccentric. Polyeoria is the term 
used to indicate that one or Diore supernumerary pupils exist, 
separated trom the central pupii and from each other by 
bridges of iris tissue. Iridemnin, or aniridia, is the condition 
of complete absence of the iris. In it the whole area of the 
cornea has the appearance of the pupil. In albinism the iria 
frequently has a pink appearance, due to the shining of tl 
fundus reflex through the stroma, devoid of pignienl. 

DISORDERS OF THE MOVEMENTS OF THE PUPIL. 

What is the normal size of the pupil 7 

From one to eight millimeters in diameter. Except i 

extreme cases it is impossible to be certain that the size of 

the pupil is abnormal, unless we know previously the size of 

that particular person's normal pupil. In some cases it is 

difficult to get the pupil to contract below three milHmeterB, in 
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others this is the extreme limit of dilatation. These differ- 
ences of size depend on differences in motility and on differ- 
ences in the original structure of the iris. The pupil is 
generally large in children and small in elderly people. 

What is the movement of the pupil associated with conver- 
gence ? 

It contracts when the eyes are converged more strongly, 
and dilates when the visual axes are allowed to become less 
convergent or parallel. The absence of any such movement, 
with the accommodation and convergence of the eyes, gener- 
ally indicates paralysis of the third or oculomotor nerve, or 
of the center for this contraction of the pupil, or posterior 
synechia. This movement is tested by having the gaze fixed 
alternately on a distant and a near object, both in a line with 
the eye, so that the illumination will not be changed. 

What is the reaction of the pupil to light ? 

It contracts as the light entering the eye grows brighter, 
and dilates as the light becomes more feeble. It reacts most 
to the light which falls on the most sensitive part of the 
retina, the macula. The pupil of one eye reacts to the light 
which falls on the retina of the other eye, as well as to that 
which falls on its own. The extent of reaction varies greatly 
in different individuals, but is generally greater in children 
and less in old people. 

How do you test this reaction ? 

When in position for the ophthalmoscopic examination in a 
darkened room, hold the mirror a foot or more from the eve 
to be tested, and, looking through the aperture at the pupil, 
alternately throw the light into the eye and then else- 
where, leaving it in comparative darkness. While the eye is 
in darkness the pupil becomes dilated, and for an instant after 
the light is thrown upon it remains in this dilated condition, 
but very quickly thereafter contracts, an appreciable time 
being required for the reaction. The eye tested should be 
kept constantly fixed upon one point, usually the aperture in 
the mirror used. When, in blindness, the pupil still reacts 
well to light, it indicates that the lesion is in the occipital 
lobe ; when the reaction is lost, it points to the centers at the 
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base of the brain, the optic tract, nerve or retina, as the seat 
of disease. Blindness must be absolute to prevent reaction. 

What is the Argyll-Robertson pupil ? 

The condition in which the pupil does not react to light, 
although vision shows the visual tract to be unimpaired, and 
the contraction of the pupil, with convergence, proves the 
motor apparatus concerned to be healthy. The lesion is 
supposed to affect the fibers which connect the sensory optic 
tract and the nucleus of the oculomotor nerve, which presides 
over the contraction of the pupil. This loss of reaction to 
light may affect one or both eyes. It is a symptom very sig- 
nificant of locomotor ataxia and general paralysis of the 
insane. It must be carefully distinguished from fixity of the 
pupil due to iritic adhesions or rigidity of the iris. 

What is the hemianopic reaction of the pupil? 

The reaction of the pupil when in a case of hemianopsia 
the light is thrown on the blind half of the retina. The 
absence of this reaction is the complete failure of the pupil to 
contract when light is thrown on the blind half of the retina. 
In testing for it, care must be taken to concentrate the light 
on the blind half of the retina, while leaving the seeing half 
in darkness. 

What are mydriasis and myosis, and their significance ? 

Mydriasis is a persistent dilatation of the pupil ; myosis its 
persistent contraction. They occur in so many different con- 
ditions as to have no great separate significance. When 
monolateral, or markedly greater on one side than the other, 
they point to a focal lesion rather than to the action of a 
general poison, and hence may be of great importance in 
cases of coma. But in general the size of the pupil is of 
much less significance than its reactions under the tests de- 
scribed above. 

What is hippus? 

Alternate contraction and dilatation of the pupil. An 
exaggeration of the normal change, which occurs from every 
change of light or tension of accommodation and convergence. 
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DISEASES OF THE CILIARY BODY AND CHOROID. 

What are the symptoms of inflammation of the ciliary body, 
or cyclitis? 

Pain and tenderness on pressure, and redness of the circum- 
corneal region similar to those encountered in iritis, but 
without any inflammation of the cornea or iris to account for 
them. The pain of simple cyclitis is generally less than that 
of iritis. Cyclitis rarely occurs except in connection with 
iritis or choroiditis. It may give rise to disorders of the ac- 
commodation, or apparent change of refraction. True cyclitis 
is always attended with some haziness or more decided opacity 
of the vitreous, and consequent impairment of vision. It is 
probably always present in connection with iritis when this is 
accompanied by notable changes in the tension of the eyeball, 
or haziness of the anterior portion of the vitreous humor. 

What is the treatment for cyclitis ? 

In the main, the same as that for iritis. But mydriatics 
must be used with more caution. In some cases they seem 
essential to the best recovery. In others they may be even 
harmful. If the pupil dilates freely under their influence, 
showing little involvement of the iris, and correspondingly 
little danger of permanent damage by iritic adhesions, it may 
be well to suspend the use of the mydriatic. If the tension 
of the eyeball becomes noticeably elevated, it should be 
stopped at once. 

What are the subjective symptoms of choroiditis ? 

The pain is of an aching character if the inflammation 
does not involve any other structure, is not severe, and often it 
is quite absent During the acute stage there are subjective 
flashes of light. There is im])airment of vision, though this 
may be quite insignificant as compared with the changes 
visible in the choroid, and may not be noticed if it does not 
involve the region of the fixation-point. Spots or clouds are 
noticed before the eyes. These may be scotomata due to 
patches of inflammation, in which case they are fixed, or they 
may be due to opacities in the vitreous, and float about with 
every movement of the eye. 
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What is the external appearance of the eyeball in cho- fl 
roiditis? 4 

It may l>e quite normal ; hut if tlie inHanmiation is quite! 
acute, there will be enlargement of the deep vessels liiat nin'm 
straight forward in and over the sclera, causiDg a dull redneeafl 
of tiie whole globe, and in very acute cases there is often am 
good deal of Mema of the ovular coDJuuctiva. 1 

What is plastic choroiditis? ■ ■ 

A series of slow iuflanimatory changes in the choroid, I 
beginning with hy{)eremia and a moilerate amount of esuda- 1 
tion, and ending usually in a more or less complete atrophy I 
of the part of the choroid involved. It runs a course of 1 
months or years, and is apt to begin in one spot and slowly I 
spread to adjoining regions. This definition does not inchule J 
cases often gi>oken of as plastic, and iu which great quantities j 
of fibrinous exudate are poured out, but ticcompauied witfal 
some formation of pus. I 

What are the ophthalmoscopic appearances of plastic cin- ■ 
roiditis ? I 

At first a blurred nptwaranee due to swelling, which liides^ 
the details of the choroid normally visible. This may lie a 
darker red than the normal fundus, from hyperemia or hemor- 
rhage, or of a light yellowish color, from serous or plastic 
exudation. Later, changes appear in the pigment layer. It 
may be simply abeorlied, or, as commonly hap|>ens, it i 
sorhed in some places and at others is hea|ied up into masses j 
of a brown or black color that give a very striking appear- J 
ance. 

What is disseminated choroiditis? 

Plastic choroiditiii affecting nun)crous imtches of the choroid,fl 
separated by jwrtioiis that are wnn]>ara lively healthy. ThiM 
is the most conmion form, though the nimibcr of sefiarateV 
patches involved ii^ often small (Fig. Sli). 

What is central choroiditis ? 

Plastic choroiditis confined to a single patch in the region of * 
the macula. The retina almost always particii»ate» actively 1 
in the process, and serious impairment of vision, if not cooKa 
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plete ceiilrnl scotoma, resiills. ( )tie tbnii <it' this, owiirrijig in 
old people, liii.- I>eeii t'iilleit wuile choriiiiiiiii;, another form Is 



Wliat axe the appearances of clioroidal atiophy ? 

The proc-eas, comraenciug with the removal of pigment, 
leaves the choroidal ves^ls more distinctly visible thsu nor- 







IvikI. Then, with the atrophy of other tissue-elements, the 
Esmaller vessels disappear, leaving ooly some of the largest 
sela with scattered masses of brown or black pigment 
jFinally, the larger vessels disappear entirely, and over con- 
Iderable areas iiothiiag is to be seen but the glaring white 
jUera with which is fused the connective-tissue remains of the 
Wroid. Frequently different parts of the same eye exhibit 
ll the different stages of the process simultaneously. After it 
1 run its course the results of the inflammation continue 
1 the fundus throughout life. There are very fre- 
sntly floating opacities in the vitreous humor. 
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What IB Bclerotico-choroiditiB posterior? 

A pifistic choroiditis and guhseqiieDt atropliy (usually 
located or hegiuuiug at the temporal margiu of the optic 
disk) in which the sclera may become so far implicated in the 
process that it Hifteus and gives way heibre the outward press- 
ure of the ocular contents, aud Imlges, forming a pogferior * 
tUtphyloma (Fig. 64j. The local process is conimouly accom- 




panied by general distention of the globe and consequent 
myopia. The patch of atrophy produced is at first crescentic, 
and is often tilled a mpopie creacfnt. A8 it increases in size 
it Incomes more irregular in shape, with a tendency to a trian- 
gular form, and is sometimes called a conns. This form ot^n 
ap|)ears as |«irt of a disseminate*.! choroiditis. 

What are the causes of plastic choroiditis? 

C-otislilutioiinl disease or 'lyscrasia, as syphilis, or the 
paired nnlrition followiii;r the Bjiecific fevers ; anil the habitual 
congestion of ihe choroid produceil by excessive or improper 
use of the cy^. The appearances af niiphilitie choroiditii are 
not itttthi^niimonic, but it commonly presents numerous 
small, rounded patches of diseased choroid and round pigment 
blotches. Posterior staphyloma begins mostly in childhood, 
diaaeraiuated choroiditis is contmon among elderly people. 
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How should plastic choroiditis be treated? 

The eyes should have rest, at least until all acute swelling 
and hyperemia are over. This may embrace the keeping 
them under the influence of a mydriatic, with the use of dark 
glasses and careful avoidance of bright lights and sudden 
changes of illumination. The complete correction of any 
error of refraction, and when use of the eyes is resumed, care 
that it shall be under the best conditions of illumination and 
posture, are matters of great importance. The constitutional 
condition must also receive appropriate treatment. 

What is pumlent choroiditis ? 

An inflammation of the choroid attended with the forma- 
tion of plastic exudate and pus, always acute in its onset, 
generally attended with redness and edema outside the sclera, 
and commonly causing the loss of sight in the eye affected. 
Usually the whole choroid is involved, and often all other 
parts of the globe, constituting the case one of panophthalmitis. 
From the outset the vitreous is so hazy that no view of the 
fundus can be obtained, and soon even the red reflex is lost. 
Hypopyon may appear. 

How may pumlent choroiditis terminate ? 

Not rarely the eyeball bursts and the pus escapes exte- 
riorly. In other cases the eyeball becomes atrophied or 
shrunken, and every part of it the seat of degenerative 
change ; and the tension of the globe permanently lowered. 
This condition is known as phthisis hdbi. Or without much 
alteration of the front of the eye the vitreous may remain 
filled with pus. This gives a yellowish reflex from behind 
the lens, resembling that seen in glioma of the retina, and 
hence called psetidoglioma. The diagnosis between the two 
conditions is made largely by the history of previous inflam- 
mation, and the diminished tension of the eyeball in this con- 
dition ; while in true glioma the tension is likely to be normal 
or even elevated, and the history points to blindness and the 
altered appearance of the pupil coming before any inflamma- 
tory symptoms. In a few cases resolution and partial restora- 
tion of function may occur. 
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What are the causes and treatment of purulent choroiditiB ? 

Penetniriiiu: wounds of the globe, with or without the lotlge- 
muiU ol' IV I'oi't'ign boily, including ojwrative wounds with 
purulent iiif'wtioii, are the moat common cauae. But ca«eB 
result from luetiiattwis, erysipelns, atid from other acute febrile 
diseases, esiteciiilly cerebrospinal meningitiB. In the majority 
of cases all thnt fan he done is to relieve pain by hot appli- 
cations, employ general antiphlogistic regimen, and ae soon as 
it ia evident that the suppuration is becoming general, open 
the eye freely to give vent to the pus. If, however, the case 
ia niUd, an effort may l>e ma<.le to save some vision, or at 
least the external apiwarance of the eye. If the eye is be- 
lieved to contain a foreign botly, it ia best to enucleate at 
ouce. 
When does ossification of the choroid occur ? 

When an eyeball luia lofiy been sightless and the seat of 
flegeiienilive changes. The whole choroid may be replaced 
l>y a shell of bone, but more fretiuently the change is confined 
to limited porlions of the choroid, which may feel hard, while 
in other parts the lessened resistance of the shrunken eye- 
ball is encountered. Ossification ia liable to cause symjia- 
thetic irritation. 

What Is the conrse of sarcoma of the choroid ? 

It commences with ft Inmor visible with the ophthalmo- 
scope, causing au elevation of the retina, but it is not noticed 
by the patient until it causes opacity of the vitreous or exteu- 
sive detachment of the retina. After this the intra-ocular 
tension increases, the opposite of what occurs in detached 
retina from other causes, aud therefore very significant of ao 
intra-ocular growth. I^ter, the sclera or cornea is perforated, 
and the neighboring tissues involved. 

How should sarcoma of the eyeball be treated ? 

Before ]>erforalion of llie eyehtill has occurred, it should bo 4 
promptly enucleateil ; after (K?rfomliiiii the whole contents of ■ 
llie orbit should be removd. 

What is the appearance of tubercles in the choroid ? 
That oi'soial), rounded, slightly elevated spots of light j 
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lowish color, surrounded by normal choroid, and located in 
the posterior portion of the ^lobe. These connnonly a])i)car 
late in acute general tuberculosis. Sometimes the disease 
seems to be primary in the choroid, giving rise to a single 
large mass, resembling sarcoma in a])pearance. For this the 
eyeball should be enucleated to prevent the tuberculosis from 
becoming general. 

What other growths occur in the choroid? 

Carcinoma is usually secondary to cancer of the breast, and 
is likely to affect both eyes. Adenoma, angioma, and enchon- 
droma have, in rare cases, been met with. 

What is colohoma of the choroid ? 

A patch in which there is a congenital absence of some or 
all the tissues of the choroid. Usuallv it is situated below 
the optic disk, sometimes starting from it, sometimes from 
farther forward, and extending anteriorly. But it may be 
only a limited patch in some other part of the fundus. 

What is alhinism? 

A congenital absence of pigment from all parts of the eye, 
usually accompanying a similar absence of pigment from the 
skin and hair of all parts of the body. In it the choroidal 
vessels are all visible, the fundus reflex is unusually bright, 
and is visible through the structure of the iris, giving it a 
pink hue. 

SYMPATHETIC OPHTHALMIA. 

What is sympathetic irritation ? 

When one eye has been functionally destroyed and its 
tissues are the seat of extensive degenerative changes, par- 
ticularly if the lost globe contain a foreign body, or a calca- 
reous lens, or an ossified choroid, it is liable to set up in the 
other eye, probably through the agency of the ciliary nerves, 
a neurosis characterized by extreme irritability, pain, and 
hyperemia, greatly increased by attempts to use the eye. 
This is called sympathetic irritation. It generally arises a 
long time after the loss of the first eye, increases gradually, 
and tends to continue indefinitely until the removal of the 
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excitiog cause. In »>me (taaes the presence of a blind and 
degenerated eyeball appears to influence unfavorably the 
other eye, without giving rise to the imtatiou, paiu, and 
photophobia which usually attend eympathetic disease. Yet 
the removal of the blind eye improves to a marked extent 
the condition of its fellow. 

What is the treatment for smpathetic irritation? 

Removal of the excitiog cause in the blind and degeuer- 
ateti eyeball. Without this no other treatment will give 
relief; but with enucleation of the excitiug eye, the other 
becomes normal in a few hours or days without other treat- 
ment An eye, regarded for years as entirely blind of sym- 
pathetic irritation, has been demonstrated to poSBcas normal 
vision within a few hours after the excision of the eye that 
was exciting the sympathetic irritation. In moat eases evis- 
ceration will answer the purpose equally well, and even 
abscission may be all that is required to remove the source 
of irritation. 
What is the operation of abscission or keratectomy? 

The removal of the coraea and iris, with such other ■ 
portions of the globe as may be necessary to insure smooth 
closure of the scleral opening. It is commonly doue on eyes 
that have suffered from sloughing or perforation of the cornea, 
followed by staphyloma. With a cataract-knife the eyeball 
is transfixed from side to side, and the knife made to cut 
upward or downward, forming a flap, which includes one-half 
of the staphyloma. The excision of tJie whole staphyloma is 
then completed with scissors in such a way that the whole 
anterior segment of the eyeball is removed. The lens, if not 
previously lost, comes away wdth the staphyloma, and most of 
the ciliary body is also removed with it, Tlie lips of the 
sclera are to be trimmed into shape, and all masses of 
thickened degenerated tissue removed from them. They are 
then brought together by three or more interrupted sutures^ 
and the eye dressed and treated as for a severe wound of the 

What ia Bympathetlc inflammation of the eye ? 

An inflammation which may involve all the tissues o 
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eye, but in which a plastic or purulent iridocyclitis and 
choroiditis predominates, which comes on as the result of 
previous similar inflammation in the other eye, due generally 
to a penetrating wound, and especially liable to result from 
the retention of a foreign body. The eye primarily involved 
is called the "exciting eye," the other the "sympathizing 
eye." 

What are the causes and pathology of sympathetic ophthal- 
mia? 

Sympathetic irritation has clearly the character of a neu- 
rosis. The symptoms in the sympathizing eye must be purely 
reflex to disappear so quickly after the removal of the excit- 
ing cause. Of the causes that lead to sympathetic ophthal- 
mitis, the injury to the exciting eye is the only one that is 
well understood. Yet injury to one eye does not cause sym- 
pathetic inflammation in the other until the injured eye has 
itself become the seat of an iridocyclitis. Eyes lost through 
violent suppurative inflammation are not likely to cause sym- 
pathetic inflammation, and injured eyes that recover without 
plastic inflammation of the ciliary body and iris do not cause 
sympathetic disease. 

To account for the transmission of inflammation from one 
eye to the other, the following theories have been advanced : 
1. That the transmission occurs through the ciliary nerves, in 
the form of nerve-impulses such as seem to cause sympathetic 
irritation. 2. A direct extension of inflammation along the 
optic-nerve, chiasm, and optic nerve of the sympathizing eye. 
3. The migration of microbes in the optic-nerve sheaths 
from a focus of infection in the exciting eye. 4. The migra- 
tion of germs from one eye to the other, through the general 
circulation, the sympathizing eye ofl^ering peculiarly favorable 
conditions for their development. 5. The injury of the 
sympathizing eye by toxins reaching it from the exciting 
eye along the optic-nerve sheaths or through the general 
circulation. 

At what time is sympathetic inflammation likely to occur? 

At any time from two or three weeks after the injury of 

the exciting eye until six or eight weeks after its removal. 
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But few cases occur duriDg the first mouth, or after the first 
two years, aiid ii is uol likely to wtur unleaa there be at the 
time, or haa reeeutly been, some tvidence of iiiilammatioD 
present in the exciting- eye. 

What are the symptoms of sjrmpathetic ophthalmitiB 7 

The earliest resemble those of sympathetic irritation, which 
has iMDietitues been regarded as a premonitory stage of the 
inrtaramaiion. There is photophobia, lacrimalion, failure of 
power of accommodation, aud discomfort oil attempting to use 
the eye. At this stage the opbtbalnioscope may show a dis- 
[ tinct inflammation of the optic nerve and retina. The sj'mp- 
I toms of iritia sujierveue, at first aerous, then plastic. Theu 
[ the vitreous becomes cloudy, from choroidal infiummatioD ; 
-vision is greatly impaired, and finally lost in the great 
majority of cases. The disease runs quite a variable course. 
Sometimes the sight is lost very quickly. Usually there are 
partial recoveries and new csacerabationB ; and often it re- 
quires years for the eye to become quiet. 
What is the prognosis for sympathetic inflammatioii ? 

If the intiammalion in the sympathizing eye is really 
started, probably complete or almost complete loss of sight, 
although there are numerous cases of complete, or almost 
complete recovery, most of them alter early removal of the 
exciting eye. 

How Is sympathetic inflammation of the eye to be pte- 
vented ? 
By sui.-h treatment of an iujured eye as will prevent the 
chronic inflammatiou of the iris and ciliarj- body, attended 
with diminished tension of the eyeball that causes an eye to 
escite sympathetic inflammation in its fellow. Failing to 
accomplish this, the eye wliich has become the seat of the 
dangerous inflammation should lie subjected to enndeatiou or 
one of the antetitutes for enuoleation. Enucleation is proba- 
bly a little more certain as a preventive, and it is followed 
by quicker liealiug and less pain. Evisceration, with im- 
plantatiou of an artificial vitreous, may leave a rather better 
Btiimp, and sometimes a patient will consent to it when he 
wouhl not allow comiilete removal of the eye. ^^^ 
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In what cases should an injured eye be removed? 

1. When it is hopelessly blind and is l)elieved to contain a 
foreign body, it should always be removed. 2. When it is 
seriously damaged and is believed to contain a foreign body, 
and the patient is unable to remain where he can be under 
frequent observation and at any time resort to surgical aid. 
3. When functionally lost by iridocyclitis, and the patient 
cannot remain under observation, although no foreign body 
may be present. 4. When an eye with greatly damaged 
vision remains |)ersistently inflamed, or is subject to recurring 
attacks of inflammation. 5. When the sight has been lost 
and sympathetic irritation or inflammation begins in the 
other eye. If the sight of the exciting eye is still useful, and 
inflammation is begun in the other, the first eye should be 
retained, as it may in the end be much the better of the two. 
An eye should not be removed unnecessarily, as even a dis- 
figured stump is less care and inconvenience than an artificial 
eye. 

How is the operation of enucleation performed? 

If the eye is free from inflammation, it may be done under 
cocain with little more pain than an ordinary tenotomy ; but 



Fig. 55.— Enucleation scissors. 

if there is hyperemia of the tissues to be cut, ether should be 
given to full anesthesia. Having the eyelids kept apart by an 
assistant or with a speculum (see Fig. 23), take in one hand a 
pair of scissors with fine blunt j)oint8, and in the other hand a 
pair of fixation-forceps ; ^n the eye and divide the ocular 
conjunctiva all around the cornea. 8eize firmly the insertion 



144 DISEASES OF THE EYE. 

of the internal or external rectus muscle, and, drawing upon 
it, divide the tendon just back of where it is held by the 
forceps. Then pass one blade of the scissors under the tendon 
of the superior rectus and divide it, with the tissue about 
it, close to the globe ; in the same way divide the inferior 
and the other lateral rectus. Then pulling the eyeball well 
forward, pass the enucleation scissors, which should be strong 
and curved on the flat (see Fig. 55), back of the eyeball, and 
divide the optic nerve and adjoining tissue. The globe may 
now be dislocated forward, and the oblique muscles and any 
remaining attached tissues separated from it. If the bleed- 
ing be excessive, it may be checked by the use of very hot 
water. 

What dressings are required after enucleation? 

Pressure to check the bleeding is very rarely, if ever, 
necessary, and, if resorted to, should be removed as soon as 
the bleeding is stopped. For the great mass of cases it is best 
to wait until all the bleeding ceases ; wash out the cavity with 
an antiseptic solution, and then apply just enough absorbent 
cotton to take up the oozing — making no pressure, but leaving 
absolutely free drainage. It is possible that tight bandaging 
is resj)onsible for some of the cases of meningitis that have 
occurred after enucleation. 

What may be done to increase the mobility of the artificial 
eye worn after enucleation? 

As the first step in the operation of enucleation, each of the 
tendons of the recti muscles may be grasped with forceps and 
raised from the eyeball, and a suture pa^ed through the fold 
of tissue thus secured, alwut a half inch back from the cornea, 
as illustrated in Fig. 56. A globe of glass or metal, such as 
is used to place in the sclera after evisceration, may be inserted 
in place of the eyeball. The opposing recti muscles may bs 
brought across this globe and sutured ; and afterward the con- 
junctiva brought together by additional sutures. 

What is the operation of evisceration ? 

By it the cornea and a ring of sclera 1 or 2 mm. wide are 
removed, and the remaining contents of the globe scooped out, 
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leaving only the clean scleral cup. The interior of the sclera 
is then to be washed out with a mercuric chlorid solution, or 
cauterized with strong carbolic acid, and the margins of the 
conjunctiva brought together with a suture. The stump thus 
obtained at first gives better mobility to the artificial eye than 
is usually secured after enucleation, but it gradually shrinks, 
and ultimately gives no more motion than does a good 
enucleation. 

What is iiiiplantation of an artificial vitreous? 

After evisceration, a sphere of glass, aluminum, silver, or 
gold is set into the empty sclera, care being taken to thor- 
oughly remove all the scleral contents, check all bleeding. 




Fio. 56.<-Method of stitching tendon to conjunctiva before enucleating the eye 
to increase the movement of an artificial eye. 

and have the parts thoroughly aseptic. The scleral opening 
is then closed over the ball with a row of close, fine sutures, 
the angles of the wound being trimmed to fit as nearly as 
possible. The artificial vitreous must be small enough to 
permit the closure of the sclera without tension on the sutures. 
The conjunctiva is then closed with a row of sutures arranged 
at right angles to the scleral sutures. There is some risk of 
excessive reaction after such an oi)eration, and in a consider- 
able proportion of cases the artificial vitreous is subsequently 
extruded. But if it is retained, a very satisfactory and 
freely movable stump is the result. The operation is not so 
certain to prevent sympathetic disease as is enucleation, but 
probably greatly diminishes the chatvces v^^ ?:\\q\\ «Xv?fe"SNSfe. 

10 
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Wlut is the treatment when srmpathetic inflanunation hu 
actually occurred? 

The est'itiiifrevf will) ujiiece of iliiopric nerve, uuless that eve 
Iw capable of iisf t'ul sight, ^buuld be eseised ; ihe sympathizing 
eye should he put under atropis, auii the patieut confiaeil Ui 
l>eil ill a dark room until tbe inflammattoa is fairly suhsidtiig. 
The ej'e should lie bathed with hot water ; quiuiii aud tiuct 
ureof iron ehouid begiveu freely, with a uiuderute iiiercuri^. 
treatuieut. With recovery the eye iimat he gradually nccus- 
toiiieil to light and use. 

Many niouthe musl paas after complete recovery before the 
eye can be proiioiiuced free from danger of relapses ; and 
during this time great cure should be exercised, Iwth as to the 
use of the eye and the general health of the (latieut. Eyes 
badly damaged by aynipaihetic inflammation sometioies offer 
hope of restoration to usefulness through operatioo. But at 
least two or three years of perfect freeilom from iuHammatury 
symptoms should be allowed to ela|)se before any such opera- 
tion is attempted. The prospect of succeia will be better ia, 
proportion to the length of time the eye has remained quiet, 

What ore the different forms of artificial eye ? 

The usual shape (shown in Fig. 57) is that of a shell of I 
glass or enamel, adapted (o wearing over a stump furnished:! 
by a shrunkeu eyeball, or by implantation of an artificial! 
vitreous. The double sheH ("shown in Fig. 58j is better ] 
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adapted (o cases in which euucleaHou has been done, sIul _ 

better fills the cavity of the orbit, lessening the sunken lookl 

tnat an artificiai eye generally has. and keeping tbe lids iaj 

^oWion to favor the normal carrying off of tears. ■ 
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What points must be considered in choosing an artificial 
eye? 

1. Its size. If too small, it will appear sunken and will 
not properly support the lids. If too large, it will cause dis- 
comfort and irritation, and its movements will be unneces- 
sarily limited. 2. Its shape also influences its comfort and 
mobility. Beside this, it must be so proportioned that when 
settled into position it will have the colored portion — the iris 
— properly directed, so as best to correspond with the natural 
eye, and not turned up or down behind the lids, or laterally, 
as in a case of squint. 3. The color should correspond to 
that of the natural eye, although exact similarity is not essen- 
tial. This should include some correspondence in the size of 
the pupil when the patient is facing a good light — the condi- 
tion under which differences between the two eyes would be 
most noticeable. 4. It should be perfectly smooth. 

How is an artificial eye applied and removed? 

Before it can be introduced the socket must be of sufficient 
size and proper shape, and must be free from obstructing 
bands of rigid tissue. To introduce it, the eye should be dipped 
in water and the broad outer segment slipped beneath the 
upper lid until the lower lid can be drawn down, so as to slip 
over the opposite edge of the shell. The lids may then be 
allowed to press upon the eye, which will quickly be pushed 
into the position in which its shape will retain it. To remove 
the eye, the lower lid is pulled down until the head of a pin 
or tip of the finger can be made to catch the lower edge of 
the eye. With this it is then guided out of the socket. Re- 
moval should at first be attempted while leaning over a 
cushion, so that if the eye slip out unexpectedly it will not be 
broken by the fall. An artificial eye should always be re- 
moved at night to permit the orbit to recover from any slight 
injury it may cause ; and it should be placed in water that 
all adherent secretion may be soaked off. Even with this 
care the surface of the enamel will become roughened with two 
or three years' wearing, and the eye must be repolished or 
replaced with a new one, to prevent irritation of the conjunc- 
tiva that comes in contact with it. 
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DISEASES OF THE VITREOUS HUMOR. 

What changes are produced hy inflammation in the vitreous? , 

The bulk of the vitreous ie reudereJ more fluid (synckysii.^, 
while dustlike, flake-like, linear, or membranous opaque 

ies or collections of pus are fbrnied thai interfere with ' 

vJBiou. 

What aie the appearances of vitreous opacities ? 

When seen by oblique ilUimiuiitiou, as they fan be in the 
anterior portion, they usually bave a gray appearimce, though 
blood looks red or pus yellowiah. With the ophtfaalmoECope 
they usually appear black against the red fundus, which they 
may hide entirely. When the vitreous contains crystals, as 
o( ckolenlerin, which reflect the light, they appear as brilliaut 
dancing points {^nchysis scinfillaiis}. 

How are vitreous opacities to he treated? 

Dust-like opacity ia generally due to syphilis, and is to I* 
treated accordingly. Most others are only to be dealt with 
by treating the choroidal disease on which they depend. 
Deose niemliranoua oiiacities, fixed behind the pupil, may 
sometimes be cut through with great advantage. 

How are vitreous opacities to he divided ? 

A small Graefe knife ia to be entered hack of the ciliary 
region, towanl the equator of the eyeball, in such a direi^ton 
as to give the best access lo the membrane it is intended 
to divide, but away from the larger ])eribrating veins that 
are found in this region, and between rather than through 
the tendons of the uiuscles. The opening in theBclera should 
be made a sul)conjunctival opening by drawing the conjunc- 
tiva strongly to one side when the knife is inserted, so that 
when it is permitted to return to its usual position the cut in the 
conjunctiva will be some dislRUce from the cut in t!ie sclera. 
This operation is liable to lie followed hy intra-ocnlar heraor-' 
rbage, which will for a time prevent useful vision. Until 
the hemorrhage clears up the result of the operation rannot 
be known. 
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How does hemorrhage occur in the vitreous? 

It comes from choroidal or retinal vessels as a result of in- 
jury or vascular disease. In the latter case it may be recur- 
rent It gives rise to dense opacity at first of a reddish hue, 
while the vitreous around it is misty. It may be quite ab- 
sorbed after some time, but generally leaves some floating 
opacities and disturbance of vision. (See Proliferatini? retini- 
tis, page 172.) 

When are blood-vessels found in the vitreous ? 

They exist in it during early fetal life, and sometimes per- 
sist or leave opaque remains ; the most common and imi)ortant 
is persistent hyaloid artery, which comes off from one of the 
retinal vessels at the optic disk, and runs forward toward the 
posterior pole of the lens. Sometimes after repeated hemor- 
rhages into the vitreous a mesh of newly developed blood- 
vessels, connected with those of the retina, is found extending 
into it. 

What is pseudoglioma ? 

A collection of pus in the vitreous, giving rise to a light 
yellow reflex from back of the lens, resembling in appearance 
a case of glioma. It occurs after an attack of cerebrospinal 
meningitis or other disease liable to be attended with puru- 
lent retinitis or choroiditis. If the eye be free from irritation 
and the diagnosis certain, no immediate treatment may be 
required. But all the tissues of the eye are liable to undergo 
degeneration, and it may ultimately require removal for 
sympathetic irritation. 

What parasites may be found in the vitreous? 

The cysticercus of the ordinary tapeworm — tce^iia solium — 
is the most common. In certain parts of the world, especially 
in North Germany, it is not very rare to find it in this situa- 
tion. In other countries its occurrence here is quite unknown. 
Its most typical appearance is that of a bluish-gray, translu- 
cent cyst, in which may be perceived the head and neck of 
the worm, which move slowly, apart from any movement of 
the eye. Sometimes the parasite has been noticed under the 
retina before breaking through into the vitreous. The treat- 
ment is removal of the cvsticercus. Unless this be effected. 
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llie eye is likely to hecoine blind ami shnuikeii. In a few J 
iDataiices ecliiuocow;u8 i-yatH and living filaria have been dis- 1 
covered in the vitreous, althoiigh their usual eeat is oiiteide | 
of the eve in the orbit or lids. 



DISEASES OF THE CRYSTALLrNE LENS. 
What are the normal changes in the lens produced by age 7 

The leus coutiuuea to grow in size ho long jia it re 
clear ; it alao grows more rigid and more reiiTictive. particu- 
larly tlie nucleus. Eveu iu childhood soine light is given 
back from the leus, causing the pupil to have a somewhat 
gray appearance by oblique illumination ; and the amount of 
light so returned anil the consequent grayness of the pupil 
continue to increase thruugbout life, m that iu old age tbe ' 
normal eye presents an ap[jearanee that is very often mis- 
taken for cataract. In the majority of cases the appearance 
of the pupil, as seen umler ordinary illumination, is not to 
be relied on to indicate the presence or absence of cataract 

What is cataract? 

Opacity of tlie crystalline lens or ila capsule. Scientifically 
the term is applied to all kinds of opacities, but the laity , 
understand it to be a progressive diseaw, or growth, leading J 
to blindness, and in convei-sation with them the use < ~ ' 
term should be explained if applied lo cases not likely to 
follow such a course. 
What is senile or hard cataract? 

The partial or complete opacity of a lens that h.is f 
undergone senile change as to acquire a hard nucleus of some 
considerable size. It may occur in persons under middle i 
age. In old people it is |>robably the rule, rather than the j 
exception, that the leus Bbows some signs of beginning opacity, 
though a comparatively small number live long enough f 
the ojMicily to increase sufficienlly to cause blindness. 

What IB nuclaar cataract? 

The form of senile cataract in which the opacity Ik^Ids by i 
ft clouding of the nucleus (See Fig. 59). This clouding is 
commouly very diffuse and indefinite in boundary, and tends J 
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to progress rather regularly, but very slimly. Up color 
cliDes Idward yellow or ntiiber. 

What is "second sight"? 

A form of myopia that not rarely precetiea nuclear cataract, 
and may be reganleil as a sort of premonitory stage. It ia 
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ipbthalmoacope. 



due to increased refractive [xiwcr of the nucleus of the leoB, 
enabling the eye to see near objects with weaker lenses than 
have been required, perhaps, for many years, or even without 
any glass at all. But to a corresponding or even greater 
extent distant vision is rendered imperfect, with the jiroba- 
bility that all vision will later be interfered with by further 
changes in the lens. 

Wbat is cortical cataiact? 

Senile cataract beginning in the cortex of the lens. It 
appears as well-defined masses or radiating lines of opacity, 
which at first are seen only at the margin 
of the pupil or liehind the iris, and are most 
numerous in the lower part of the lens (Fig. 
60). These opacities appear rather suddenly, 
and may remain for a long time stationary. 
Cortical is the more frequent form for senile 
cataract to commence in, but both nucleus 
and cortex are involved before the cataract ^ 
becomes mature; and of^en the two forms b< 
of opacity are distinguishable in the same '*'"i'"'^l«- 
lens, while yet a considerable part of the lens is quite trans- 
parent 

What is soft cataract? 

Opacity of a lens that does not contain any large, firm, 
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iiucleur mass. It occurs uiually in youug eyes that have not 
ilevelo^d a hard nucleus, but ie sometiineB due to disintegra- 
tion and liqnefactioQ of the lens substance in later life. ItJn 
color is usuitlly whiter than bard cataract and more uniform. 
A fluid cataract cuntHining a hard nucleus is called a itoi^ 
ijagnimi eatarad. 

WhB.t is diabetic cataract 1 

Opacity of the lens due to diabetes. It occurs iu the later 
stages of that <iisease, runs a rapid course, and is bard or, 
Buft, according to the age of the patient. 

What other varieties of cataract occnr in the adult ? 

Chornldul eiilaract is the name given to nuclear cataract 
developing in eonuection with chronic choroidal dtHea^. It 
develops very slowly and baa a decidedly brown color. Black 
nataracl those coses are called iu which oblique iltumina- 
tiun fails to show any decidedly gray appearance iu the lens, 
even when the cataract is mature, because of its very dark 
brown color. C'omplieaf«d a cataract is called when the 
eye in which it develops has beeu the seat of other serioiu 
disease. Extractiou of sueh a cataract may he rendered 
more difficult by iritic adhesions ; or the results may prove 
unsatisfactory because of a central choroidal atrophy, optic 
atrophy, or detached retina. Traumatic cataract is considered 
uuder injuries to the eye. 

What are the difTerent forms of congenital and Juvenile J 

cataract ? 
CompMe. in which the whole lena in opaque. Lamellar or 
tunular, in which around a clear nucleus is found a layer of 
opacity, surrounded again by transparent lens suhetance. 
Poderior polar, iu which there is a sharply limited opacity at 
the posterior pole of the lens. Fimforiii, in which there is a 
spindle-shaped opacity in the axis of the leiis ; and eeniral or 
congenital iiuelear, in which the center of the lens is upatjue, 
with no tendency of the opacity to involve other portioiu. 
Occasionally cataract develops duriug childhood, soinedmee 
allied to congenital, sunietimes to senile cataract But 
at this time it is most frequently traumatic 
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What are the symptoms of cataract ? 

Dimness of vision. This affects objects in all directions ; 
but it may be rather worse for objects directly in front of the 
eye. It may vary considerably with the degree of illumina- 
tion. Thus, when the principal opacity is nuclear, the vision 
will be worse with a pupil contracted as it is by a bright light, 
whereas if the opacity be at the margin of the lens, it will 
cause the least dinmess when the pupil is contracted. Patients 
often believe their sight varies more from time to time than 
it really does. Cataract causes absolutely no pain or subjec- 
tive symptoms other than the dinmess of vision. 

How is cataract to be recognized by inspection or oblique 
illumination ? 

The pupil, instead of black, will appear gray, yellowish- 
gray, or white. If of the latter color, or if the pupil presents 
distinct masses more gray or opaque than the substance sur- 
rounding them, this appearance may be sufficient foundation 
for a diagnosis. But where the gray hue appears uniform 
throughout the pupil, even though very marked, the lens may 
be quite normal. It is a common thing for the specialist to 
have cases referred to him as c^atnract on the strength of such 
a gray pupil, when the lens is really quite free from opacity. 

What is the best method of determining the presence or 
absence of lens opacity ? 

Throw the light into the eye with the ophthalmoscope from 
a distance of eight to twelve inches, and ascertain if the red 
reflex that normally occupies the pupil is interrupted by 
points, lines, or masses of opacity which appear quite black. 
If the opacity be far advanced no red reflex will be seen, but 
the whole pupil will have much the same gray appearance it 
presents on oblique illumination. For this kind of examina- 
tion no elaborate form of ophthalmoscope is required ; any 
perforated mirror or piece of looking-glass with a hole 
scratched in the silvering, to look through, will answer the 
purpose. But the pupil should be somewhat dilated as by 
cocain, euphthalmin, or homatropin. The ophthalmoscope 
and oblique examination should both be resorted to. 
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By caretiiily ol)Berving wliat other t-auBes of impairmeut of 
vision exist with it. t'onsideniMe opacity in the periphery of 
the lens may uot prevent [terfect vision, and when it co-exieta 
with imiiertect vision it may l>e possible by the use of the 
proper lenses to give uornial sight. Or with the cataract 
there may be some incurable lesion like atrophy of the optic 
uerve, so that neither the removal of the cataract nor auy 
other treatment will be of any avuil. Kote, also, if the dini- 
ues8 is alwut what the existing opacity would be likely to 
cause. If the opacity is uot far advanced, the patient's vision 
should not be more interfered with than is that of the sur- 
geon when he tries to see the fundus of the eye with the oph- 
thalmoscope. If the fundus is no longer visible, test the 
power to recognize changes in the brightness of light, qnanfUa- 
iive lighi-percepiion, as by turmng a lam]>-flame up or down, 
or passing it nearer to or farther irom the patient's eye. . 
Also test the power of projeeiioti, the power of recognizing 
the direction of the light when held in different parts of the 
field of vision. In uncomplicated cataract, light projection 
and quantitative perception are good. A cataract must be 
very dense to prevent the counting of lingers held close 
before the eye. 

When is a cataract mature or ripe 7 

When the layer of lens substance next under the capsule 
has all become opaque. It will then separate easily and 
entirely from its capsule, and is in favorable condition for 
removal. 

How do yon ascertain if a cataract is mature ? 

By throwing a strong light obliquely into the pupil the 
margin of the pupil is made to throw a shadow upon the 
opacity ; when clear substance still remains between the iris 
and the ojiacity this shadow is broad, but if the opacity extends 
to the surface of the lens the shadow will be very narrow. 
With the pupil dilated, the ophthalmoscopic examination '" 
reveal some mdic^tion of red fundus reflex until the 
is well advanced toward maturity. 
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What is the natural history of cataract ? 

It remains stationary for a time, or increases until the 
whole lens becomes opaque. Then the lens slowly diminishes 
in bulk, the fluid being absorbed, and the residue tending to 
become calcareous. Sometimes in children, and very rarely 
in old persons, it is finally, after some years, a])sorbed entirely. 
More frequently the suspensory ligament atrophies and the 
lens is dislocated, leaving the pupil clear, but endangering 
the sight of the eye by the presence in the vitreous of a mass 
that tends to act as a foreign body. Hypermature cataract 
remaining in normal position may act as a foreign body. 

What can he done to prevent cataract? 

The nutrition of the lens is intimately connected with that 
of the coats of the eyeball ; it is probably deranged by any 
persistent eye-strain or other cause of congestion. Cataract is 
very frequent in eyes that are myopic, with choroidal lesions. 
So the avoidance of eye-strain is clearly indicated as a pre- 
ventive. It is probable that senile opacities form or increase 
most rapidly during periods of impaired general nutrition, so 
that anything that preserves health may delay the develop- 
ment of cataract. Uncinariasis and exposure of the eyes to 
excessive heat, as by glassblowers, are avoidable causes. 

What can he done for incipient or partial cataract ? 

Treat complications to which part of the failure of vision 
may be due, and adjust the glasses that will give the best 
vision. When the opacity involves the center of the lens, try 
if dilatation of the pupil improves vision. If it does, let a weak 
solution of atropin be used in the eye every two or three days 
so long as it has the desired effect. If the opacity be at the 
periphery of the pupil, try if vision can be improved by the 
use of pilocarpin, which contracts the pupil. Encourage the 
patient to drink water freely. 

How may the maturity of a cataract be hastened ? 

By drawing off the contents of the anterior chamber so that 
the lens will fall against the cornea, the pupil being somewhat 
dilated with cocain, and doing massage. This may be done 
through the cornea, either with or without an iridectomy. 
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This is cAlled utdireel trituration of ibe leDs, or if irideclomj- 1 
is don& Foertter's operation; or by introduciDg a 8)iatula into J 
the aDt«rior chamber Hod making direct Irituralion of thai 
lens ; or by making a small opening in the anterior eaptulet 
with a neeille, and allowing the leoa to become opaque and J 
swollen from absorption of the aqueous. U]>eration8 for thia J 
purpose are rarely neeessarj- or advisable. 

When should we attempt to bring about the removal of 
cataract by absorption? 
When the [laliecu in umler twcnty-tive years of age, a 
there is uo rea.sou to siiS[)eft iiii unusually large or hard r 
cleua ; and the ojiacity of the lens is complete, or so far int" 
feres with vision that the probable improvement to be attained I 
will more than comi«Bsate for the inconvenience of weo 
strong lens^:-. 

What is discission of the lens; and what treatment is sub- 
sequently required ? 



Cocain ha vie 
dilated, a Bowni 



l>eeii instilled, and Ihe pupil previously J 
1 stop-needle ("see Fig. (il) is piish»i through j 



I 



the corneal limbua, and made to lacerate the anterior capsule 
of the tens at the center of the pupil. It ia \ieat to make but 
a slight laceration at first, and repeat if necessary. This will 
be followed by the swelling of the neighboring lens substance, 
and the ojmcity of any that has remained clear up to this 
time. Pieces of the lens substance may be pushed out into 
the anterior chamber, and gradually it is dissolved in the 
a<iueouB humor, and the lens shrinks until it is entirely ab- 
sorbed. During this |>eriod the pupil must be kept fully _ 
dilated ; and if at any time great swelling of the lens, iritii J 
or secondary glaucoma should develop, an incision should bA ] 
made in the cornea, and the lens extracted at once. 

When should a cataract be extracted ? 

If in a ])erson over the age of t« euty-five, if it is sutKcieutly J 
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advanced to prevent useful vision, and the eye is free from 
any purulent discharge, and the patient's health fair. The 
most favorable condition for extraction is that of recent 
maturity, but when both eyes are so affected that useful 
vision has been lost, even though neither cataract is mature, 
it is best to extract the one that is the more advanced. 

How is a fluid cataract removed? 

By making an incision through the cornea and a free open- 
ing in the lens capsule with the point of the knife, spreading 
apart the lips of the corneal incision, and making pressure on 
the eyeball. To get all the lens substance out of the capsule 
it may be needful to gently press the ciliary region through the 
closed lids, and then again to open the corneal wound and 
allow it to escape from the anterior chamber. Sometimes the 
lens substance is removed by suction through a sort of 
cannula that is introduced through the incision. 

How is the eye prepared for cataract extraction ? 

It should be free from any signs of iuflanmiation, and 
particularly free from any infection of the conjunctiva or the 
lacrimal passages. It should be washed two or three times, 
at intervals of a few hours, with trikresol solution or physio- 
logic salt solution, but should not be left bandaged more than 
an hour or two prior to the operation. For simple extraction, 
the pupil must not be dilated except by a drop of cocain solu- 
tion used an hour or so before the operation. For extraction 
with iridectomy, the pupil may l)e previously dilated with 
atropin. Immediately before operating the conjunctival sac, 
lids, face, and especially the eyebrows and lashes should be 
thoroughly cleansed. 

What instruments are required for cataract extraction ? 

A stop-speculum, such as is shown in Fig. 28 ; forceps for 
fixation, by seizing the conjunctiva near the Hnibus (see Fig. 
62) ; a cataract-knife (see below) ; a spatula and a lens- 
scoop, for making pressure and counter-pressure on the eye- 
})all, to secure expulsion of the lens. In addition to these, a 
cystitome or needle will be required if one prefers to open 
the lens capsule with such an instrument. Iris-forceps and 
i ridectomy-scissoi*s are also needed for the combined opera- 
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tiou ; and siuee it may be necessary to do iridectomy in any 
case, on account of a tendency of the iris to prolapse, not pre- 
viously expected, these instruments should always he prepared 





Fig. 62.— Fixation-forceps. 



Fig. 68.— Wire loop. 



for use, as should also a wire loop for extraction of the lens 
(see Fig. 63), in case it should become dislocated by some 
sudden movement of the patient. 

What are the different forms of cataract-knife ? 

J^eer's knife, shown in Fig. 64, is intended to complete the 
corneal incision by one forward thrust. The Graefe knife. 




Fig. 64.— Beer's cataract-knife. 




Fk;. ().').— Ciraefe's cataract-knife. 



shown in Fig. 65, is intended to make a puncture and counter- 
puncture, fixing the two ends of the incision, and then to cut 
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its way out by a to-and-fro movemeut. The author's kuife 
(Fig. 66) is to be thrust forward until its broadest portion has 




Fig. 66.— The author's cataract-knife, latest model. 

entered the cornea, and the narrow bridge of tissue then re- 
maining is to be divided as the knife is drawn back. 

What is the operatioii of simple or flap extraction ? 

The eye having been cocainized and the conjunctiva washed 
with a trikresol or normal salt solution, the lids separated by 
a stop-speculum, and the movements of the eye controlled by 
forceps, such as are shown in Fig. 62, a cataract-knife is 
entered a little above one end of the horizontal diameter of 
the cornea, brought out near the other end of the same 
diameter, and a semicircular incision in the corneal margin 
completed upward. The capsule of the lens is then freely 
lacerated with the point of the cataract-knife or a cystitome. 
The margin of the lens nearest the (corneal incision is then 
made to present in the pupil by pressing backward on the 
opposite margin, and when this occurs the pressure is increased 
and changed in such a way as to push the whole lens through 
the pupil and into the corneal wound, and this pressure must 
not be relaxed until the thickest part of the lens has emerged 
from the corneal wound. The lens is then lifted away and 
the eye allowed to close and rest. Portions of the cortex re- 
maining should be carefully removed from the anterior cham- 
ber by pressure, or by washing out by a stream of a boric or 
a salt solution. 

What is the modified linear, or combined extraction ? 

The extremities of the incision are made in the extreme 
corneal margin, and the center of it somewhat within the 
upper border of the cornea, after this the iris is drawn out 
and a portion of it excised. Then the capsule is ruptured 
and the lens extracted, much as in simple extraction. It is 
generally regarded as safest to divide this operation by doing 
what is then called a preliminary iridectomy some weeks 
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before the extraction of the \ei\». For au uncomplicated c 
with R mobile pupil the simple extrftction is to lie preferred. 

What accidents or complications may attend cataract ex- 
traction ? 

The iria may fail lu front of the edge of the knife before ] 
the corneal eeclion is completed. This is moat likely io hap- 1 
pen with the narrow knife. By lifting the cutting edge j 
alightly it may often be freed from the iris, and the section [ 
completed without further trouble. If this cannot be done, 
the iris must be cut ; or the knife withdrawn and the opera- 
tion deferred until another day. The corneal section as 
originally made may be too small. It must then be extended 
by the uae of a special knife or the iris-Bciseors. A sudden 
movement of the eye, or the wrong application of pressure to 
it, may cause the lens to be dislocated without presenting in 
the corneal section. This allows the vitreous to escape in 
front of it. Delivery of the letis in the usual way is thus 
rendered difficult or impossilile. It must be removed by 
the wire loop, 

Wbat is a loop extraction ? 

One in which, on account of the vitreona being fluid, or | 
presenting in the corneal wound, or for other reasons, the I 
pressure necessary to force out the lens caimot be tipplied. 
lens-scoop or spoon, or better, the wire loop, is |Missed behind J 
the lens, and it is coaxed or litied out with it without pressure j 
on the eyeball. 
How is the eye to be treated after cataract extraction 7 

All ahreds of tissue having been removed from the corneal 
wound, and the eye cleansed, and after simple extraction 
eserin instilled, a little aimorbent cotton is to l>e placed on 
the lids of both eyes, not to make any pressure, but to alisurb 
any discharge. Thia is to be retained by a strip of adhesive 
plaster passing from the cheek to the brow ; a similar dresMog 
should also be placed over the other eye. This dressing is to 
be removed and the eye cleanse<l ouc'e daily, until aliout the 
sixth to the tenth day, when the dressing may lie omitted and 
Iwth eyes left uncovered. It is usually beat for the patient to 
remain in lied for three or four dnya, keeping as ijuiet as pos- 
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sible, yet not in one fixed position so long as to cause nervous- 
ness and involuntary movements. Exposure to very brilliant 
light or to sudden changes of light should be avoided until 
the eye is free from hyperemia. 

What complications may arise after cataract extraction? 

In a few eases hemorrhage from the depth of the eyeball 
occurs, causing destruction of the eye. It is attended with 
severe pain ; it is most likely to arise in fleshy persons, and 
in eyes that have been the seat of increased tension ; it may 
be guarded against by keeping the patient in a sitting posture 
for some hours after the operation, and after that with the 
head somewhat elevated. 

What is the danger of prolapse of the iris ? 

This occurs in 8 to 12 per cent, of cases of simple extrac- 
tion. Usually it begins within forty-eight hours after the 
operation. When first detected the prolapse may be cut ofi* 
and the iris freed from the corneal wound, but the author 
usually prefers to allow the prolapse to remain untouched, the 
iris healing in the wound and causing a pupil similar in ap- 
pearance and usefulness to that left after iridectomy. In 
cases treated by this method, the healing is somewhat pro- 
longed, but the final result is good, and we avoid a certain 
risk of general inflammation of the eyeball that seems to 
attend the excision of a prolapse of the iris, unless done 
immediately after its occurrence. 

What is the prognosis for cataract extraction? 

Nineteen out of twenty eyes are restored to useful vision. 

What is secondary cataract? 

The capsule of the lens, with or without any remaining lens 
substance, or inflammatory exudate, sometimes becomes 
opaque, and thus interferes with vision. When at all dense, 
this opacity of the capsule is called secondary cataract. 

What is to be done for secondary cataract? 

To obtain the best vision, an opening must be made in the 
capsular membrane. This opening need not be large, but it 
should be quite clear. Over 50 per cent, of all cases of cata- 
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have vision decidedly improved hTw 
an openiog in the capsule within a few week^ after the ex- 
traction. Id most of the other cases the thickeoing of the 
capeule, within two or three yeara alter the primary opera- 
tion, will be such as to seriously impair vision. 

How do we operate for secondarr cataract? 

A knife-ueedle (see Fig. 67) is to be iotroduceil through the 
vascular tissue of the corneal linibus, and with it two incisions 
made in the membrane that obstructs the pupil, forming a T 
or inverted V, The entering of the needle through the limbus 



u very important because it gives a larger leverage, making 
a sufficient cut in the capsule ranch more certain. Then, too, 
the vascular tissue heals in a few hours, preventing infection. 

Where the needle has l>een iutrLwluced through the clear 
cornea, infection is liable to occur for many days ; and more 
eyes have been lost of late years by infei^tion after tliis opera- 
tion than after cataract extraction. 

What lenses are required after removal of cataract? 

Usually a strong convex, spherical lens, with a strong con- 
vex cylinder, having its axis approximately parallel to the 
line joining the ends of the corneal section. The hyperopia 
caused by the removal of the crystalline lens varies with the 
previous refraction of the eye. In a previously enmietropio 
eye, it will be 10 or 12 D. In an eye previously hyjieropic, 
the spherical lens for distant vision may nee<! to l)e still 
stronger. In an eye previously myopic, it will need to Iw 
weaker. Shortly after cataract extraction the astigmatism, 
which is against the rule, is alnioat always very high. But 
it graduallv diminishes until, within from two to six months, 
it IB reduced to 3 D. or leas. The patient, Iwing entirely 
deprived of aoconimodation, will require an jidditional convex 
^ • A of about 3 D. or 4 D. for near work. 
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What are the congenital anomalies of the lens ? 

Dislocation, in which the lenses are generally clear and 
sometimes may be made to present in the pupil, or to drop 
away from it at will, by a change in the position of the head. 
Congenital coloboma of the lens, in which one side of the lens 
is notched or deficient, often in a direction corresponding to a 
coloboma of the iris or choroid. Aphakia, absence of the 
lens as a congenital anomaly, causes high hyperopia, and 
absence, from childhood, of all jwwer of accommodation. 

DISORDERS OF TENSION OF THE EYEBALL. 

What is the normal tension of the eyeball ? 

It is the normal outward pressure of its contents. It is 
necessary to keep the cornea in proper form, the dioptric sur- 
faces the proper distance from the retina, and to enable the 
extra-ocular muscles to act well on the sclera. It equals 
usually about thirty millimeters of mercury, but may vary 
considerably in health. 

What is glaucoma? 

It is abnormally high tension of the eyeball, with the 
phenomena intimately associated with such high tension. The 
increase of tension may be brought about either by increase 
of the fluid taken from the blood-vessels and poured into the 
eyeball, or by the checking of its escape from the eye, which 
takes place mainly at the periphery of the anterior chamber. 

What are the subjective symptoms of glaucoma ? 

Impairment of vision and pain in and about the eye. Often 
there are colored rings or halos around any source of light, 
but these may not be noticed, and are not peculiar to glaucoma. 
The failure of vision is usually not uniform. There will be 
marked, even rapid failure, followed by partial recovery, only 
to be succeeded by worse failure until all perception of light 
is lost. The pain is felt in the eyeball, or may be referred 
to the brow or side of the nose, or the cheek. It presents 
exacerbations and remissions. It is in some cases absent, 
especially in the earlier stages of the disease, but it may 
be the most intense aching or neuralgic pain that is ever 
suffered. 
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How is the field of Tision affected in glaucoma? 

It is always fontracted. Generally the contraction is 
irregular. It is often must cuntracted on the unsal side. It 
may, however, present sharp re-eutering angles, or scotomas, or 
islantla of retained vision in areas otherwise blind. The field 
sometimes becomes very greatly narrowed before central 
vision is much affected. C'hanges in the field are often the 
heat indication of the procrese of the case. 



What symptoms are discovered by external examination of 
the eye? 

The testing of the tension of the eyeball, prei-ioualy 
described (see page 76), shows it to lie abnormally high. 
The cornea is less sensitive tx) touch than normal, and may lie 
hazy. This haziness, when present, is uniform throughout the 
whole cornea, and indicates a recent considerable rise of ten- 
sion. In the inflammatory form of the disease there is a 
marked none of |iericorneal redneaa during the exacerbations. 
In old cases, the veins which emerge from the sclera a few 
millimeters from the edge of the cornea and yioBB backward 
are enlarged and tortuous. The pupil is sluggish, ofteu 
widely dilated ; and the iris may I>e seen to be very close 
t*) the Cornell, making the anterior chamlier shallow. _ 

What axe the ophthalmoBcopic symptoms ? ^5 

The media may Iw so hazy as to prevent any clear view of 
the fundus, but the mo^t constant symptom of glaucoma, 
except in recent cases, is a cupping of the optic disk. The 
glaucoma cup dirters from the physiologio cup, ill extending 
the whole width of the diak, and from other excavations of 
the disk iu having abrupt or overhanging sides. Aud as the 
retinal vessels ijaas down the sides of the cup they disappear, 
ai that the j>art at the bottom of the cup seems discounertcd 
from the part in the i-etina. Visible pulsation of the retina! 
arteries, either spontauetius or producible by slight pressure 
on the eyeball, is auotlier evideuce of high tendon ; it ijh 
iiot'iceable where the artery I»ends over the edge of tiie cup. 

With what affections is glaucoma likely to be confused? 

InHammation of the cornea when that membrane i 





DISORDERS OF TENSION OF THE EYEBALL. 105 

and surrounded by a zone of redness. Iritis, in the same 
conditions. Remember that in iritis the pupil is contracted. 
Trifacial neuralgia, when there is pain, or sick headache, for 
the intense pain may cause vomiting. Meningitis, erysipelas, 
and grippe have been diagnosed in cases of glaucoma. 

What are the different varieties of primary glaucoma ? 

Simple, where the eye is free from inflammatory symptoms. 
This runs a comparatively slow course with little pain until 
the latter part, and it is but slightly amenable to treatment. 
Inflammatory^ marked by exacerbations, attended with redness, 
pain, and dilated pupil. It can generally be cured by iridec- 
tomy. Glaucoma fulminans is the name given when, in the 
course of one of the other varieties, there is a sudden enormous 
rise of tension, complete loss of sight, and other violent symp- 
toms. Malignant glaucoma is the term applied to (;ases in 
which another violent outburst occurs shortly after the per- 
formance of an iridectomy. When the eye has become quite 
blind and the high tension permanently established the 
glaucoma is said to be absolute. Sometimes glaucoma is pre- 
ceded by numerous retinal hemorrhages, after which it runs 
an unfavorable course. It is then called hemorrhagic glau- 
coma. 

What is the prognosis of glaucoma when not treated ? 

Complete and irremediable blindness, with partial de- 
generation of the inner coats of the eye, and for a period 
more or less prolonged, a painful globe. Absolute blindness 
may be reached in a few hours, or only after many years. As 
a rule, the sight that has already been lost by glaucoma 
cannot be restored ; only the retention of what remains is to 
be hoped for. 

What is the treatment for glaucoma ? 

No treatment will restore the vision that has been lost more 
than two or three weeks. To permanently check the process, 
some operation must be done on the eyeball. Iridectomy is 
the most important. Sclerotomy and sympathectomy y removal 
of the superior ganglion of the cervical sympathetic nerve, are 
also done. 
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How should iiidectomr be done foi glaucoma? 

If there lie auy hyperemia of the eye, general anestheeia 
must be employed. On aiwount of the ehallowDesa of the 
anterior chamber, it is best to make the iucisioD through tlie 
cornea with a narrow cataract^knife. The incision should be 
well into the limbus, allowing the iris to be removed clear up 
to its ciliary attachment. Fully one-tifth of the iris should be 
excised. It is commonly done njiward where the resulting 
coloboma will l» concealed by the li<t (see Fig, tJ8). 

Wliart is aclerotom? ? 

Anterior nclerotomi/ is an incision made with a narrow 
cataract'kuii'e somewhat like the incision for simple estraction, 
but placed as far back toward the root of the iria as possible, 
and the incision left uncompleted, a bridge of tissue reniaiii- 
ing uncut at its middle (see Fig. B!>). It may be resiorted to 
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for hemorrhagic glaucoma, or for absolute glaucoma to relieve 
pain. In tMsterior sclerotomy, the incision is commonly made I 
between the insertion of the tendons of the external and info- 1| 
rior recti muscles. Through this enough of the vitreous iB J 
allowed to escape to diminish, for the time, the intra-ocuI»t 1 
tension. It may be resorted to as a preliminary to iridectomy, J 
or for patients unable to bear general anestheeia. and in whom j 
little is to be gaineil beyond the relief of pain. 

What is the value of sTrnpathectFomy for glaucoma ? 

Removal of the upper ganplion of ihe cervical sympathetic I 
causes in nonnal evew nivosiH aud dei-idefl reduction of the J 
intra-ocular tension. It is proper to resort to this o])eration ' 
in cases of hemorrhagic or simple glaucoma, in which varieties 
iridectomy has proven least reliable : or in any case if iridec- 
tomy has failed to check the course of the disease. 
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What is the influence of massage in glaucoma ? 

It temporarily lowers the intra-ocular pressure and, if the 
eyeball be not too tender, may be tried at short intervals when 
more radical treatment cannot be carried out. 

How should myotics he used for glaucoma ? 

Eserin should be instilled in proportion of } grain to the 
fluidounce, or enough stronger to produce contraction of the 
pupil. Unless this contraction can be secured, the myotic 
will be of little or no benefit If the same contraction can be 
obtained with pilocarpin, this may be employed. The myotics 
are useful in reducing the tension temporarily until an iri- 
dectomy can be done, or until the patient will consent to an 
operation. Or they may be valuable in preventing pain in 
an eye that is already blind. But if glaucoma is clearly 
present, and useful sight still remains, myotics should not be 
relied on to the exclusion of iridectomy. 

What general treatment should be used in glaucoma? 

The general regimen for the uric-acid diathesis, eliminative 
measures, rest for the nervous system, sleep and freedom from 
worry. Sometimes a brisk purge will cut short an attack. 
But these measures should be regarded merely as palliative 
or adjuvant to operative treatment. 

What is hydrophthalmos or huphthalmos ? 

A condition in which the eyeball becomes distended and 
enlarged because of congenital interference with the escape 
of fluid from the angle of the anterior chamber. It is a con- 
genital or juvenile glaucoma. The eye becomes enlarged, 
the sclera thinned and bluish in appearance, and vision is 
gradually lost Iridectomy or sclerotomy should be tried, 
and in some cases seems to check the process. 

What conditions are attended with diminished tension of 
the eyeball? 
Perforating wounds, corneal fistula, and chronic irido- 
cyclitis. Bruise of the eyeball may diminish its tension for 
several weeks. Ophthalmomalacia is a rare condition of 
diminished tension, attended with pain, photophobia, and 
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deep hyperemia, coming oq without kuowii cause, laatiug 
several hours or diiys, ami endiug in rt*overy. 

DISEASES OF THE RETINA. 

What are the Bymptoms of retinitiB 7 

Dimness of vision or blindness, usually cotifiuetl to the 
[Kirtious of the field of vision twrresponding to the part£ of 
the retina involved ; swelling and opacity of the retina, also 
localized. The swelling may amount to two or three times 
the thickness of the normal retina. The opacity varies from 
a faint blnisL-gray veiling of the normal red of the fundus 

I to a brilliant white. Retinitis is also very generally attended ^H 
with hemorrhage. It does not directly give rise to pain, but ^H 
the inflamed retina is sometimes a source of discomfort by ^H 
over-sensitiveness to light. Subjective sensations of light ^^k 
may l>e notice<l. ^| 

How does purulent retinitis occur ? ^| 

By metastasis in pyemic or septicemic diseases. It may be 
confined to numerous scattered dots of exudation and hem- 
orrhage, visible with the ophthalmoscope ; and end in partial 
or complete recovery, if the patient survive the original dis- 
ease. Or it may exteud, causing a permanent pscudogliom 
or a panophthnlraitjj' ending in complete 101*9 of liie eye. 

What is the appearance of hemorrhage into the retina 7 

That of a dark red mass or area in the level of the retina. 
If the hemorrhage be in the superficial layer, whicli is that 
of the nerve-fibers, its sha|« is largely due to the ease with 
which it spreads in the direction of these fibers, and its mar- 
gins have a gradually shadiDg or "feather" edge; such 
hemorrhages are often described as " flame-shaped." If in 
the <leeper layers, the hemorrhage has a sharper aud more 
rounded boundary. Retinal hemorrhages undergo gradual 
abwrption, leaving black spots of accumulated pigment or 
areas of atrophy. 

What is subhyaloid hemorrhage ? 

Hemorrhage from ibc retinal or choroidal vessels, which ' 
breaks through the retina an<l spreads out into a rounded i 
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patch upon its surface. It appears to the |)atieDt like a cloud, 
that is red, at least, at the edges. AVilh the ophthalmoscope, 
it may he seen gradually to shift its ]K)sitioii from day to day. 
With absorption of the blood, vision may Ik* restored to 
normal, even when the hemorrhage has occupied the region 
of the macula. 

What is albuminuric retinitis ? 

A form of chronic retinal inflammation, or degeneration 
occurring in connection with chronic Bright's disease, or se- 
vere albuminuria of pregnancy. In the latter case it may, on 
the termination of pregnancy, end in almost complete recovery 
and good sight. In connection with chronic kidney disease it 
is probably always a late symptom, though often the one that 
leads to the first recognition of the malady. It is intimately 
associated with the degenerative changes in the vascular walls. 
Complete recovery cannot be hoped for in the retinal condi- 
tion, and its existence indicates the probability of a fatal 
termination of the case within a few months or a year or two. 
Generally both eyes are affected, though in different degrees. 

What are the nsual appearances of albuminuric retinitis ? 

The small patches of exudation or degeneration are of a 
brilliant white. In the region of the macula, where they are 
apt to appear early and be most numerous, they are more or 
less arranged in lines radiating from the fovea. Large masses 
of exudation may have a pale, dirty brown color. There are 
hemorrhages, often many small ones ; and sometimes black 
specks marking the site of former hemorrhages. The retinal 
vessels show signs of disease, sometimes aneurismal dilatations, 
sometimes white opacity of their coats. The appearances of 
the chronic degenerative form of the disease are indicated in 
Fig. 70. 

What importance attaches to albuminuric retinitis during 
pregnancy? 

It always indicates grave uremic poisoning. But with 
the termination of pregnancy, and the cessation of albumin- 
uria, there may be great improvement in the retinal condi- 
tion, though generally not complete recovery. Subsequent 
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pregnancies may not lie attended witb ulhuminurio or retin- 
itJB, and the patieat may continue in good health. But if the 
retina] condition become so grave as to threaten or |)rodiice 
blindness, it is proper to terminate the pregnancy at once, nul 
only to give tbe jiiitien! the chance i>t' recovering vision, but, 
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also because the uremic coodition threatens her life : 
renders improbable ihe birth of a healthy child. 

What is leukemic retinitis ? 

A special form of retinitis that attends advanced teukemU 
and pernicious anemia. The exudation is here more geuerat^ 
giving rise to large, diffuse gray opacities. Hemorrhagee are 
numerous and often large. The vessels are all pale, and the 
arteries smalt, but the veins appear unusually broad, with a 
broad light slre«k upon them. This widening and pallor of 
the veins may be found in any severe anemia. 

What are the characters of syphilitic chorioretinitis ? 

Poinlfl or small areas of retinal opacity npjjear. 
may be massed around the optic disk or macula. There an 
also spots of choroidal infiltration and. later, of pigment if" 
turbance. Dust-iike ojiacity of the vitreous is present. Thi 
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optic disk is red and hazy, or opaque, and later becomes yel- 
lowish-white, and partially atrophic. Retinal hemorrhage is 
rare, but may occur. These lesions may begin in the second- 
ary stage and run on well into the tertiary stage. Vision is 
always impaired, and there may be night-blin<lness and a 
[)ersistent quivering of objects, or metamorphosia, that is very 
annoying. In typical cases these lesions are quite character- 
istic of syphilis. Under the use of mercury and iodids the 
disease is checked ; and vision is improved, but it is rarely re- 
stored to normal. 

How is retinitis caused by exposure to excessive light ? 

Exposure to the direct rays of the sun or to the electric 
arc-light' at too short a distance causes, in the region of the 
macula, a localized retinitis and central scotoma, which may 
he permanent or may be recovered from, according to the 
grade of injury. It is most likely to arise after watching an 
eclipse of the sun or sun spots, or from working about an elec- 
tric arc-light without proper protection to the eyes. When 
due to the latter cause, the retinal lesion may be attended by 
intense pain, swelling, and injection of the conjunctiva cover- 
ing the globe and lids. 

What are the other important varieties of retinitis ? 

A condition of impaired vision, not progressive, attended 
with great numbers of white or yellowish-white points scat- 
tered throughout the retina, probably due to some earlier 
retinal disease, is called punctate retinitis, A form charac- 
terized by brilliant white spots arranged in the form of a 
wreath around the macula, or about the macula and optic 
disk, is called cirdnaie retinitis. These white spots may take 
their origin in hemorrhages. The disease occurs after middle 
life, is to some extent progressive, but does not go on to com- 
plete blindness. Striate retinitis is the name given when long 
narrow streaks of yellowish gray are found just back of the 
retinal vessels. These streaks may mark a previous detach- 
ment of the retina. Vision is impaired, ])nt not generally 
lost. Retinitis, usually attended with hemorrhage into the 
vitreous, may be followed by the formation of gray or bluish- 
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white banJs or masses of counective tissue in the vitreoua. 
To this eonditiou the name of proUfe/ating rethiilU is givea. 

What is the treatment for retinitis? 

First, the treatment for any constitutional condition causing 
it. Complete rest for the eyes, including the avoidance of 
sudden changes of light, aod the use of ibe proper correcting 
glnssea, if bdj are required. After the acute stage has eu- ^_ 
tirely passed, if there tends to be any permanent scotoma or ^H 
atrophy, Btrychoiii may lie given. ^H 

I What is retinitis pigmentosa ? ^M 

A degenerative affection of the retiua, mostly due to con- ^H 
genital or hereditary causes, usually beginning in childhood, ^H 
and running an extremely chronic course to complete blind- ^H 
ness at about sixty years of age. It is characterized by night- 
blindness, great concentric contraction of the field of vision, 
and the deposit of black pigment in the retina, in isolated 
masses of peculiar shape, something like that of a bone-cor- ^^ 
puscle ; appearing first and being most numerous in the ^M 
periphery of the retiua. It is not amenable to treatmenL It ^^ 
may also arise as a manifestation of tertiary syphilis. In -^^ 
which ease it may be checkeil by treatment without going on ^H 
to com])lete blindness. ^H 

Wliat is amaurotic ^rnily idiocy ? ^M 

A degenerative disease of the retina and brain-cortex, of 
congenital origin, and often seen in several children of the 
same parents. It arises in early childhood, attentiou being 
attracted to the progressive muscular weakuess of the child 
and its inahilily to see. The ophthalmoscope shows the 
center of each retina to lie occupied by a rounded area ai 
gray or white, in the miilst of which the center of the macula 
appears as a dark red or brown hjkiL Optic atrophy occurs, 
the child becomes entirely blind, and progressively weaker 
until death ensues. The reported cases have been of Jewiab 
parentage. 

What aie the Bjrmptoma of retinal thrombosis or embolism ? 

Sudden dimness of vision, usually passing quickly into 

absolute blindness, over nearly or quite all of the field of 
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vision ; generally permanent, but in a few cases followed by 
recovery of vision, either partial or complete. With the 
ophthalmoscope^ the vessels may be found diminished, and 
the veins irregular in caliber. The central part of the 
retina is hazy. The edema partially conceals the retinal 
vessels and the choroid, except at the fovea, where a small 
spot retains about its normal color and stands out dark red, 
in contrast with the surrounding gray retina. Subsequently 
the fundus returns to its normal color, the vessels contract 
still further, or become obliterated and replaced by white 
streaks, and the nerve undergoes atrophy. It is often un- 
certain as to whether embolism or thrombosis is present. But 
in the absence of any discoverable source for an embolus, and 
in cases in which the onset of the symptoms is gradual, or in 
which previous attacks of temporary obscuration of vision 
have occurred, the condition is probably one of arterial 
thrombosis. Thrombosis of the retinal veins presents also 
dilatation of these vessels and hemorrhages in the retina. 

What is the treatment for the above conditions ? 

If due to embolism, an effort should be made to break up 
or dislodge the plug, so that it may be carried into vessels at 
the periphery of the retina, where the disturbance caused by 
it will be of little importance. To effect this, inhalations of 
amyl nitrite sufficient to produce decided dilatation of the 
peripheral vessels should be employed, with rather vigorous 
massage of the eyeball. These should be repeated otiee or 
twice a day for several days, since a plug that cannot be dis- 
lodged at first may subsequently shrink or become disorgan- 
ized and broken up. For venous thrombosis the eye should 
at first be kept quiet. In only a few cases of either embolism 
or thrombosis has there been any restoration of vision ; and 
in very few has it been complete. When vision has been 
partially restored, strychnin may be of service. 

What is detachment of the retina ? 

The separation of the retina from the choroid by a serous 
fluid, on which it floats with a tremulous movement from 
every change of position of the globe. It is distinguished 
from other opacities in the vitreous chamber by its uniform 



174 DISEASES OF THE EYE. 



mBmbraQOUs appearance and the retiual vessels that may b6 
D on it. It may be caused by a blow on the eye or by 
shrinkiog of the vitreous from chroaic disease, and it is very 
apt to occur in high myopia. It causes sudden latert'ereace 
with visiou, which may vary wlien the anterior porlion ia 
detached, by its floating up in front of parts still unafTevted. 
The detached portiou geaerally soou loses it» power of vision, 
but may recover it, if it becomes reapplied to the choroid. In 
general the prognosis is unfavorable, but in some cases sight 
has been restored spontaneous! v. 

How should detachment of the retina be treated ? 

Rigid confinement to l)ed, with pilocarpin-sweats and com- 
plete rest of the eyea under a bandage or dressing, offer the 
SBt prosi)ect of restoration. Drainage of the aubretiual fluid 
by multiple punctures, and es|>edally by rather large open- 
ings made with the galvanocantery, have some cures to their 
credit. If the patient possesses good vision in oue eye, he 
will rarely care to subinit to such severe treatment. But it is j 
worth trying when the alternative is complete blindaess. | 

What ia glioma of the retina ? 

A malignant new growth, occurring congenitally or in 
young children. Starting in the retina, it fills the vitreous 
chamber with a mass that gives through the pupil a brilliant 
yellowish- white appearance, with fine blood-vessels upon it. 
It then pushes forward the lens, causes increased tendon of 
the globe, with external redness, perforates the sclera or 
cornea, involves the contents of the orbit, and canees death 
by extension to the brain or by exhaustion. 

Hov ahonld glioma be treated? 

The eye containing the tumor should be removed at the 4 
earliest pof«ible moment, and with it the optic nerve as far as I 
the apes of the orbit. If the growth has already extendedl 
beyond the eyeball, the wh(de contents of the orbit should be I 
removed. Even this is very likely to be followed by recup. J 
rence and death. But after early removal of the tumor i 
the eyeball, the relief is permatjeiit in perlia]» one-third of I 
all cases. 
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What is the condition of opaque nerve-fibers, or persistent 
nerve-sheath? 

The occurrence in the eye of medullary sheaths to the axis 
cylinders which alone constitute the normal nerve-fiber layer 
of the retina. These sheaths are generally lost on entering 
the globe. When the nerve-fibers have such sheaths they 
cause a brilliant white patch, usually extending from the 
edge of the disk, upward or downward, in the directions 
normally taken by the nerve-fibers. This patch has a 
" feathered " edge. Over its area parts of the retinal vessels 
will be visible and other parts hidden in the opacity. 

DISEASES OF THE OPTIC NERVE. 

What is optic neuritis? 

A plastic inflammation of the ocular extremity of the optic 
nerve. Probably in the great majority of cases the nerve 
and its lymph-channels are affected throughout its whole 
length ; but it is on the ocular end that the violence of the 
disease expends itself. On this account it is sometimes called 
papillitis. It is also called choked dish, on account of the 
interference with the return of blood through the retinal 
veins, by pressure from the swelling at this point. 

What are the ophthalmoscopic appearances of optic neu- 
ritis? 

The small vessels are dilated so that more of them are 
visible than is normal, and a reddish hue is given to the disk. 
This reddening is as pronounced in the mild cases as in the 
severe, for in the latter the excessive edema masks the vessels. 
The retinal arteries are diminished in size, the veins are 
swollen and tortuous. The outlines of the disk are hidden by 
the edematous swelling (Fig. 71), and by the extent of this 
swelling the severity of the inflammation is mainly judged. 
The height of the swelling is measured by determining the 
refraction of its most prominent or hyperopic portion, and the 
refraction of a neighboring unswollen part of the fundus. 
Generally this swelling, and often the neighboring fundus, 
presents small hemorrhages. 
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How is the acuteness of vision affected in optic neuritis? 

(ienerully it \g souiewbat impaired, but ofteu bo slightly as 
Tuit lo atlruPt the [>iitieal'M atteuliou. aud a very high graile 
of i u flam 111 atory swelling i^ uot iauotupatible with vision quite 
up to the ataiulard of uortua! acutwuetis. It is, however, liahle 
to l>e lost Bit the iuflaiuiuution passes over into atrophy. After 
being well retained for a long time it may be lost quite 
rapidly, 

What are the causes of optic neuritis ? 

Coarse disease of the iirniu or 
encephalitis, meuiugitis. either tubereular c 




duced, hydrocephalus, eta., alliiiiiiiuuria, nyphilis, and lead- 
poisooitig. When due to any of these causes it eommonlv 
affects both eyen. A slight neuritiH, shownng no tendency to 
atrophy, ia not rarely seeu as an eflet-t nf eye-atrain, partii 
larly in school chililren. As a symptnin of obscure bri' 
■Jisease optic neuritis is oft*n of the utmost importancB, 
tioguisbiag, ns it does, between functional nnil jrross orgai 
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disease. Suppression of menstruation, rheuniatisni, ''cold/' 
or inflammation about the orbit or in the sphenoid may cause it. 

What is the coimection of optic neuritis with brain-disease ? 
Increased intracranicU pressure seems to be the most im- 
portant factor in causing the neuritis. The relief of pressure 
by opening the skull will often produce marked improvement 
in the condition of the optic nerve, although nothing else may 
be accomplished. Direct extension of inflammation from the 
cranial cavity, the transmission of germs or toxins through 
the lymph-channels, vasomotor and trophic nerve influences 
have each been suspected of being the means by which the 
neuritis is produced. 

What is the prognosis of optic neuritis ? 

This depends chiefly upon its cause. When due to eye- 
strain, recovery is generally complete. It is often complete 
when the condition arises from acute disease or poisoning. 
When due to an incurable brain-lesion, it may run a very 
chronic course, especially if such be the course of the brain- 
disease. But ultimately it is certain to pass over into optic 
atrophy with blindness, which is often complete. 

What is the treatment for optic neuritis? 

Complete rest of the eyes, and sodium or potassium iodid 
in doses rapidly ascending to the physiologic limit ; with that 
of the general condition underlying it, upon the result of 
which the result of the neuritis must largely depend. 

What is neuroretinitis ? 

Inflamm'ation which involves to a marked extent both the 
optic nerve and retina. In all cases of severe neuritis, the 
swelling encroaches somewhat on the surrounding retina, and 
spots of exudation and hemorrhage may appear at points 
removed from the disk. Yet this would not constitute the 
case one of neuroretinitis. Neither are those cases included 
here in which, with general retinitis, there is some haziness of 
the optic disk, but without swelling, complete obscuration, or 
disturbance of the retinal circulation. The term is reserved 
for those cases in which the optic nerve and retina are both 
generally and decidedly involved. 

12 
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What is retrobulbar neuritis, or central amblyopia ? J 

It is au inflniiimatioD iuvolviii>; a limited portion of thd 
optiu nerve beliiui] the ^'lol>«. ulj<I I'uuMiig interference witibj 
the visiuu ut the lixatii)n-(>()int and in its neigh bo rluKxl. 
Usually there ic complete blindueas for colors in this region, 
and decided impairment of viaiou tor form, ur black and 
white. This impairment of vision tends to persist aud become 
permanent by atrophy. The ophthalmoBcopic symptoms are 
iimited to redness atu) haziness of the disk, which apjiear 
some days after the impairment of the vision ; later, paleness 
of a sector of the disk, having its base toward the temple, 
may Iw noted. Certain of the tosic amblyopias exhibit the 
syiiiptoiiis and pathologic changes of chronic retrobulbar 
neuritis, but with less ophthalmoscopic evidences 
nialion (see Toxic Amblyopias). 

What are the causes and treatment of acute retrobulbtrj 
optic neuritis? 

It arises most frec^ueutly in wotneti during the period of 
active sexual life, and seems to be caused by ex]H>sure, rheu- 
matiam, syphilis, and other infectious disensea. The treat- 
ment includee rest for the eyes, pilocarpin-sweata, the ad- 
ministralion of salicylatea. and of mercury and potassium 
iudid. 

What are the opbthalmoscopic appearances of atrophy of 
the optic nerve? 

The disk is pale, of a bluish or grajish cast, or dead white. 
The sman vessels have disappearet! from its surface, and the 
retinal vessels are usually, but not always, contracted. The 
surface of tlie disk is cupjied, the cup extending to the mat^ 
gins of the disk, with sloping, not abrupt, sides. 8ometiii 
the area of the disk is markedly contracted. 

What are the varietieB of optic atrophy 7 

Atrophy occurring without autecedent disease is called 
primai-y. (Iphthalmoscopically il is marked by distinctness 
of the nerve margin, the gray color of the disk, absence of 
small vessels, but no great contraction of the main trunks. 
Secondary atrophi is the term sometimes applied to all case* 
not primary ; or, in a restrioted sense, (o include only those 
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that do not follow neuritis. Consecutive atrophy follows neu- 
ritis or retinitis, and may be called postneuritic, retinitic, or 
choroiditie atrophy. In it the larger retinal vessels are apt to 
be shrunken. Gray or white atrophy designate the color of 
the disk. 

How is vision affected in optic atrophy ? 

There is always some limitation of the field, concentric in 
primary atrophy, irregular in postneuritic. The fields for 
colors are first reduced and to the greatest extent. Central 
vision is usually impaired also, and ultimately may be entirely 
lost The impairment of vision is not at all closely propor- 
tioned to the pallor of the disk or other ophthalmoscopic 
symptoms. 

What are the causes of optic atrophy ? 

All the conditions that may cause optic neuritis, also press- 
ure on any part of the nerve, various forms of retinitis, em- 
bolism of the central artery of the retina, spinal disease, 
especially locomotor ataxia. It may arise as an independent 
affection, though many of the cases that seem to be of this 
class are but those of its occurrence as a premonitory symptom 
of sclerosis, which years later may involve the central nervous 
system. Certain forms of poisoning, especially lead-poison- 
ing, cause optic atrophy. There is a form that is hereditary, 
affecting usually the males of a family, and appearing from 
early adult life to middle age. This form begins with a cen- 
tral scotoma. 

What is the treatment for optic atrophy ? 

The removal or treatment of the conditions causing it, and 
the administration of strychnin in ascending doses until 
marked improvement occurs, or the physiologic limit is 
reached. It has been recommended to give the drug hypo- 
dermically, but it may be given as effectively by the mouth, 
and usually with less inconvenience. 

DISEASES OF THE ORBIT. 

What are the symptoms of orbital cellulitis ? 

Pain in the orbit, increased on pressure, and aching o'- 
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ueuralgiu pain referred to aiijoiniiig portions of the face. 
Great swelling of the lids, protrueion of the eyeball, and im- 
pHirmenl of some or all of its movements. There may be 
impairment of visual acutenesa, or even complete atrophy of 
the optic nerve from preesure ; or optic ueuritia may be set 
up by extension of the inflammation. Palpation may reveal 
Bome fotnis of the inflammation tending to (wint and discharge 
esternuUy, The constitutional symptoms of inflammation are 
usually severe. 

How is orbital cellulitis to be distinguislied fiam. other affec- 
tions? 
From purulent (wiijiiiKt iritis, with great swelling of the 
lids, it is known by the absence of conjunctival dis<harge. 
From }xin<ni]iihalwitiii, it is diBtinguished by the transparency 
of the dioptric media, and die absence of evidence of disease 
within the eyebaH, except, possibly, distention of the retinal 
vdns. From i/trwiiWts o/ the eot'eraoiis »in»s, it diff'ers in 
absence of early palsies of the ocular muscles, and by the 
preaeuce of inflammatory heat and tenderness of the orbital ' 
tissues, 

Wbat ar« tlte causes and treatment of orbital cellnlitis ? 

Injury, including openitive wounds, erysipelas, septicemia, ) 
or vwriiwlitis iuvolviug the walls "if the orbit, may ^ivi 
10 it. or it mav l»c idiopnthic. The special feature of its j 
ire&tmenl is ejirly, deep, and often nmltiple incision, prefer- | 



nd hoi fomentations, to favor I 
est'enial drain age, ''keep down the destruction of tissue, and 1 



fthly from ilie coujnnctiv 



prevent iniracranial es tension. 

pescribe inflammation of the oculo-orbital fiascia. 

It umy he miu«h1 bv iront. rheumatism, influenza, or trail- J 
malisni. ■ It is marke^l hy pain on movement of the ey<^ J 
sffellii'g- particularlv of the upper hd. and «>njunctjvai ■ 
laenia. It sliould 1* treated by rest of the eyes, hot appbcs-l 
tions, ao'l internal mwlicatiou directed W the cause. ■ 

■gnaX are the symptoms of orbital periostitis? 

Uverv acute, mo.t of th,«e of .-elbditis ; but ( 
.here i<^"l«» swelling and less institutional 
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I though the paiu may be quite as great. In to 
[ tend t« suppuration there may be only pain am 
[ preaaure. 

Wliat are the effects of caries of the orbit ? 

The establiahment of a discharging ainua. This will re- 
quire free opening, the removal of diaeaaed bone, and thorough 
cleausing and drainage. It is liable by involvement of the 
soft parts to cause paratysia of one or more of the ocular mus- 
cles, or great deformity of the lids. 

r thrombosis of the cavernous 

Paralyaia of the ocular muscles, with sometimes aneatheaia 
of the adjoining skin ; exoj>lithalnioa, and edenia of the lid 
and conjunctiva, which becomes enormous. There is dilata- 
tion of the retinal veina and, sometimes, optic neuritis. It 
may ariae from infection, a malignant growtli, or an injury. 

How does diBea.Be of the frontal sinus involve the orbit? 

The stoppafre of the normal outlet causes accumulation of 
secretion until the sinus is fille<i ; and after that a slow distention 
with thinning of its wall, which at length undergoes absorption. 
The cavity may l>e filled with the somewhat altered secretion 
of its lining membrane, mucoceie; or with pua, empyema. A 
tumor presents, usually at the up[«r inner angle of the orbit, 
at lirat hard, but softening as the bone ia absorbed. It is to 
be treated by opening freely, removing its contents, and then 
re-establishing the communication between the frontal ainus 
and the nose. 

'Row may ethmoidal disease affect the orbit? 

Mucocele or empyema lend to break down the tbin 

bony walls, separating the ethmoidal sinus J'rom the orbital 

t cavity, allowing the extension of the accumulation into the 

F«rbit, disturbing the ocular muscles by pressure or forming 

' an abacesa. Pressure, probably from the related sphenoidal 

cells, through the thin walls of the optic foramen, may cause 

optic atrophy in rare casea of naaal polypus. Optic neuritis, 

arising probably by extension of in^anunation through tb'-~- 
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aanie thin walls of the forameD, miiy follow the use of tha 1 
gulvanocautery in the nose. 1 

Wliat is ivory exostosis? 

A bony tumor of great harduese, whii^h takes its origin 
from the ethmoidal or froutal dnuses and grows into the 
orbit, causing displacement of the eyeball and, later, pain. 
It is alao liable to extend into the cranial cavity. It should 
be removed as early as jiosaihle. 

How do dermoid cysts appear in tbe orbit? 

Although congenital, they may remain uiiDDticed for several | 
years. The cyst appears us a smooth, round, elastic tumor, 
closely connected with deeper structures, but not adherent to I 
the skin. The tumor slowly increasetj in size. 

Hoir should such a cyst be treated? 

If not very deeply connected, it should be dissected out. I 
If too extensive for this, it may be opened, its contenls wuehed | 
out, and crystals of silver nitrate placed in it to produt 
struction of the lining membrane, adhesive inflammation, and | 
gradual obliteration of the cavity. 

What other cysts occnr in the orbit? 

Encephalocele is congenital. It is reducible by preasural 
through passage of the fluid contents into the cranium, and itS 
pulsates. It must be let alone, although the child is likely tot 
die of the accompanying cerebral defect or of meningitis. T 
Microphthalmos, exce^ively small eyeball ; or congenital ab-fl 
sence of the eyeball, is usually accompanied by a cyst that 1 
distends the lower lid. Hydatid and echinococ^xit cysts are J 
found in the orbit. Caventoii» angioma may have the charao-l 
ters of a cystic tumor ; and orbital hemorrhage may be fol- ; 
lowed by a cyst. 

What are the malignant tumors of the orbit ? 

Carcinoma involves the orbit secondarily from ihe lida^J 
conjunctiva, lacrimal gland, or more distant organs. Sarcom 
is liable to originate in the orbit, either within or outside o 
the eyeball, or to extend to it from the neighWring cavities 
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If primary in the orbit it may be of very slow growth, but 
invading the orbit from other parts it is likely to grow rapidly. 

How should malignant tumors in the orbit be treated ? 

Complete removal of the orbital contents is the only 
measure that is likely to be effective. In spindle-cell sarcoma, 
primary in the orbit, complete removal may effect a perma- 
nent cure. Removal of the growth may be indicated also to 
relieve pain or to remove temporarily unsightly deformity, 
but, with the exception above mentioned, it is not likely to 
effect a permanent cure, and often will not prolong life. 

What other tumors occur in the orbit ? 

Tumor of the optic nerve causes early blindness and ex- 
ophthalmos without much disturbance of the eye movements 
or early pain. It is usually a fibromyxoma in structure, and 
does not recur after removal. Removal should be prac- 
tised as soon as the growth is recognized. Lymphoid growths, 
including chloroma, a light green tumor, occur in the orbit in 
connection with lukemia. 

What is pulsating exophthalmos ? 

Swelling of the orbital contents with protrusion of the 
globe, pulsation, and a distinct bruit, were formerly regarded 
as evidence of true aneurism of the ophthalmic artery. It is 
now known that they may arise without any change in the 
vessels, that remains after death. The condition, however, 
may be due to arteriovenous aneurism, to aneurism within 
the cranium, or to malignant disease of the brain, or the 
neighboring bones. 

What is exophthalmic goiter ; Graves' disease, or Basedow's 
disease ? 

A disease of the central nervous system, in which, asso- 
ciated with great disturbance of the action of the heart and 
swelling of the thyroid, there is undue protrusion of the eye- 
ball and retraction of the eyelids. The retraction of the lids 
greatly increases the appearance of exophthalmos, or may 
alone cause it Csee Eye-symptoms of General Disease). 
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Hov are mstruments to be disinfected? 

Most certaiiilv liy Lent. Snicioth, polished inBtrumeDts, 
like kDivea, Diay be dipped repeatedly intu boiling water and 
carefully wiped with absorbent coltou. Other iDstrtinieDts, 
especially such aa are rough or juiuted, should be boiled for 
several luiuutes in water, to which has been added a little 
caustic sodn. If the instrunieuts are kept iu a tight liox in 
which forraaldehj-d vapor is generated, either froui paraforiu 
or from formalin drop]>ed on absorbent cotton, they will 
remain aseptic. But they should be again cleansed before 

What solutions of foimaldeh^d are used in the eye ? 

A 1 per cent solution may be used as a local caustic or dis- 
infectant But the drug is very irritant, aud a solution of 



is strong enough to employ for cleansing the conjunctiva. 
Even this will cause severe smarting and complaint from 
some persons. Formalin, the 40 per cent, solution of formal- 
dehyd, must be used in two and one-half times the above 
proportion. 

How is trikresol to ba used in the ejre? 
In the following solution. 



it is an efhcient antiseptic, and causes a very slight temporary 
sensation of burning. It is probably the best solution for 
cleansing the conjunctiva prior to operations, and is also of 

, value aa the basis of Polntions of cocain, atropin, eeerin, etc., 

k that are liable to l>acleriai contamination. 

^ What preparations of mercury are used about the ere 7 

le solution of 1 to 1000 of tht' Hchlorid may be used for 
Lcleansing the skin of the lids, the lashex, etc. But for in- 
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stillation into the conjunctiva one-fifth of this strength should 
not be exceeded ; and other preparations are probably always 
superior. As a cleansing collyrium the following is better : 

Mercuric iodid 1 

Potassium iodid 5 

Distilled water 20,000 

This is essentially the solution introduced by Panas, and 
known by his name. It may be used instead of the bichlorid 
solutions, or to wash out the anterior chamber in hypopyon or 
after a penetrating wound. 

The ointment of the yellow oxid of mercury is employed as 
an application to the lids in marginal blepharitis, chronic 
conjunctivitis, phlyctenular disease, and corneal opacities. It 
may be half this strength, but a common formula is : 

Precipitated mercuric oxid (yellow oxid of mercury) 1 
Soft petrolatum, or similar preparation 60 

It should be applied daily, placing a mass the size of a grain 
of rice on the inner surface of the lower lid, closing the lids, 
and gently rubbing them for a minute or two to diffuse it 
throughout the conjunctival sac. Ointments of three or more 
times this strength may be found beneficial, but in some cases 
cause severe irritation, so that it is best to try first the strength 
mentioned. The official ointment of the U. S. P. is too strong, 
10 per cent. 

What preparations of silver are of value in treating eye- 
diseases? 

Silver nitrate is a valuable antiseptic and astringent : 

Silver nitrate 1 

Distilled water 100 

This is to be applied to the inner surface of the lids in acute 
conjunctivitis once daily. The freedom with which it is 
applied is to be graduated to the amount of mucopurulent 
discharge. A solution of double the above strength may be 
used when there is a large amount of purulent discharge, or 
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to drop into the eyes of the newborn infant when there is 
reiisou to fear ophthalmia neonatorum ; and still stronger 
solutions may l)e employed in purulent conjunctivitis. Care 
must be taken not to apply these solutions too frequently. 
Once a chiy is often enough, and if there is any evidence of 
hemorrhage into or from the conjunctiva, or any plastic exu- 
date upon it, they should be used lass frequently. 
Protargol may be prescribed as a collyrium, thus : 

Protan^ol 2 

Distilled water 100 

This solution may also be used to wash out the lacrimal 
I^Missages, or stronger solutions may be employed for this 
pur|)ose. 

For application to the everted lids, 

l'n>targol 20 

Distilled water 80 

may be employed. With most persons it causes very little 
irritation ; but a few find it extremely irritating. Argyrol is 
tho least irritating of the newer silver salts. It is an efficient 
gornuoidi\ and it may be used in solutions twice as strong as 
those above indicated for protargol. 

How is copper sulphate used on the coi^unctiva? 

Copper sulphate is employed in the form of the pure crystal 
ground and shajied into a smooth pencil, for application to 
granular lids, and as a caustic to the interior of chalazia, etc. 
The crystal should be dry when applied, and a light applica- 
tion can be made by passing quickly over the part, a more 
severe one by leaving it longer in contact with the tissue. 

What preparation of tannin is commonly employed in the 
eye? 
Tanniu is used in the official glycerole or in the following 
form, half the official strength : 

Tannin 1 

Glycerin 8 

This is applied freely to the everted lids, once daily or at 
longer intervals, for trachoma or chronic catarrhal conjoncti- 
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vitis. Probably the glycerin should be credited with a con- 
siderable share of the beneficial influence. 

How is zinc sulphate used in the eye ? 

Zinc sulphate is used in solution, dropped in the eye one to 
three times a day, for conjunctivitis caused by the diplo- 
bacillus : 

Zinc sulphate 2 

Distilled water 100 

How is alum used? 

Alum may be used in crystal, like sulphate of copper, than 
which it is much milder, or in a solution, 

Alum 1 

Distilled water 30 

which may be dropped in the eye three times daily or 
oftener. 

How is iodin used in the conjunctiva ? 

Best a 1 per cent, solution of iodin in liquid petrolatum 
(or a solution of the same strength in glycerin) is applied to the 
everted lids in the treatment of trachoma. The application 
may be repeated daily, or every second or third day. 

What is jequirity ? 

The bean of the Abrus precatorius, used to improve the 
condition of the lids in trachoma by exciting an acute inflam- 
mation. The lids are either painted with a 2 per cent, 
infusion, or dusted with the bean reduced to an impalpable 
powder. Great care must be observed not to excite a too 
violent inflammation, which might destroy the eye. Jequiritol 
is a series of standardized solutions of the active principle of 
jequirity. Jequirity serum is a partial antidote able to mod- 
erate some of the symptoms produced by jequirity. 

How is cocain to be used in the eye? 
A solution of 



Cocain hydrochlorate 



Distilled water 25 
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is most generally useful. To secure anesthesia for an opera- 
tion involving incision of the cornea, one or two drops are to 
be placed on the part to be operated on, and the application 
repeated in a couple of minutes. Five minutes later the part 
is in the best condition for operation. If the operation is a 
tenotomy for strabismus, the removal of a pterygium, or the 
opening of a chalazion, a more complete anesthesia from the 
drug may be obtained by placing crystals of cocain imme- 
diately upon the surface to be operated on. The solution 
should first be instilled once or twice to prevent the smarting 
the crystals would otherwise cause. When the operation 
involves the iris, a drop may be placed in the anterior 
chamber after the completion of the corneal incision. Es- 
pecial care must be taken to have the solution so used abso- 
lutely free from foreign matter. When the operation is to be 
done on the skin of the lids, the surface should be soaked 
with the solution for a half-hour prior to the operation. When 
cocain is used to dilate the pupil, a half-hour or more must 
elapse before its full effect will be produced. Cocain should 
not be prescribed in collyria except in very weak solution, 
i per cent, or less. 

When and how should holocain he used in the eye ? 

On account of its decided antiseptic power, it is much to be 
preferred to cocain to produce anesthesia for the removal of 
foreign bodies from the cornea or conjunctiva. The solu- 
tion 

Holocain hydrochl orate 1 

Distilled water 100 

produces satisfactory local anesthesia, which comes on a little 
more quickly than that from cocain, and is of slightly shorter 
duration. It causes no subsequent dilatation of the pupil, 
and no drying of the cornea or disturbance of the corneal 
nutrition. The same solution may be used as a collyrium in 
corneal ulcers, or to relieve the pain of acute conjunctivitis. 
This drug may be used either alone or in weaker solution 
with boric acid. 
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How is atropin used in the eye ? 

Atropin may be used in the following solution : 

Atropin sulphate 1 

DistiUed water 60 

One drop of which is to be placed on the cornea every ten 
minutes, to secure dilatation of the pupil in iritis ; these appli- 
cations should be continued until dilatation occurs, or the 
continuance of them for a half-hour or more shows it is not 
possible to produce it. Such free use of the drug is liable to 
produce symptoms of atropin-poisoning (see page 125). After 
dilatation is obtained they may be made every two or three 
hours to sustain it. 

To paralyze the accommodation, as for the measurement of 
ametropia, and to secure a prolonged rest for the ametropic 
eye ; or for corneal ulcer threatening central perforation — 

Atropin sulphate 1 

Distilled water 120 

is U) be instilled, one drop at a time, three times a day. Two 
wjeeks are required for the eye to completely recover from 
the effects of such a solution. 

To dilate the pupil in partial cataract — 

Atropin sulphate 1 

' Distilled water 5000 

one drop to be instilled every day or two. 

How are daturin, duboisin, and hyoscyamin used in the eye ? 

Datxiririy duboisin., and hyoscyamin are to be used alike, 
being practically identical. In general their solutions re- 
quire to be about half the strength of those of atropin. To 
produce paralysis of the accommodation — 

Hyoscyamin hydrobromato 1 

Distilled water 240 

may be instilled, one drop three times daily. It requires 
about one week for the eye to recover from such a solution. 
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How is scopolamin used in the eye ? 

Scopolamin has practically the same actiou as the above, 
and may be used in the same way. It is also sometimes used 
thus : 

Scopolamin hydrobromate 1 

Distilled water 1000 

one drop in the eye every ten minutes for a half-hour to pro- 
duce rapid paralysis of accommodation. 

How is homatropin used in the eye ? 

Homatropiny on account of its brief period of influence, is 
the best cycloplegic for purposes of diagnosis. It is used in 

Homatropin hydrobromate 1 

Distilled water 40 

one drop of this to be placed on the upper part of the cornea 
every ten minutes for a half-hour or more, and the refraction 
determined a half-hour later. After this, recovery is com- 
plete in two days. A solution one-tenth the strength of the 
above is sufficient for dilatation of the pupil. 

How is euphthalmin used in the eye ? 

As a brief mydriatic. It has little effect upon the accom- 
modation, and recovery from it is nearly complete in a few 
hours. 

Euphthalmin ♦> 

Distilled water 100 

makes a solution which dilates the pupil widely, even in the 
presence of a strong light, for an hour or so. As the drug is 
somewhat expensive, the following solution will be found 
much cheaper, and is about as useful : 

Euphthalmin 1 

Cocain hydrochlorate 1 

Trikresol solution (1 to 1000) 100 

What are the myotics, and how are they used? 
Eserin or physostigmin is employed, as in 

Physostifijmin sulphate 1 

Distilled Vater 1000 
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one drop instilled into the conjunctival sac, to prevent pro- 
lapse of the iris after simple extraction of cataract, or to con- 
tract the pupil in acute glaucoma. If, in the latter case, this 
solution fails to cause contraction of the pupil, stronger solu- 
tions may be employed, even up to 1 or 2 per cent. 

In simple corneal ulcer, mydriasis, etc., solutions from one- 
half to one-tenth the above strength are employed. 

Pilocarpin is a considerably weaker myotic than the fore- 
going. It is used as 

Pilocarpin nitrate 1 

Distilled water 200 

two or three drops in the eye at bedtime, for asthenopia not 
dependent on ametropia or muscular derangement ; or twice 
a day, to contract the pupil, in cortical cataract. 

How are boric acid and borax used in the eye? 

Boric add and borax are both soothing and cleansing. 
They may be used as 

Boric acid 8 

Sodium biborate 1 

Distilled water 100 

five or ten drops of which may be instilled three times a day 
or oilener. Or the same proportion of either of the drugs 
alone may be used in the same way. Boric acid in impalpa- 
ble powder may be dusted into the conjunctiva to produce a 
mild irritant action. Boroglycerid, the 50 per cent, solution 
of boric acid in glycerin, may be applied to the everted lids 
for trachoma or chronic catarrhal conjunctivitis. 

What are the uses of the physiologic salt solution ? 

For cleansing the eye, as a soothing application or as a 
placebo, or to wash out the anterior chamber or to fill up the 
eye after collapse from escape of a part of its contents. The 
following : 

Sodium chlorid 1 

Distilled water and camphor water, each 100 

is to be used as the boric-acid solutions. 
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How is potassium permanganate employed ? 

It is used freely as a solution, 1 : 3000 in distilled water, to 
cleanse the eye in purulent conjunctivitis and trachoma : or 
in 10 per cent, solution applied to the everted lids. 

How is adrenal extract used in the eye? 

A freshly made and filtered 2 per cent, solution may be 
dropped into the conjunctiva, or injected into the lacrimal 
sac, to reduce hyperemia or prevent hemorrhage during an 
operation. The solution of adrenalin ehlorid, 1 : 1000, and 
similar preparations sold under other names, are convenient 
methods of applying the active principle of the gland. 

How is fluorescin used in the eye ? 
The following solution, 

Fluorescin 1 

Sodium bicarbonate 2 

Distilled water 100 

isdrop|)ed upon the cornea to detect the extent of a corneal ulcer. 
It quickly colors green the area which has lost its epithelium. 

What antiseptic dusting-powders are used in the eye ? 

Calomel is employed as a mild irritant, somewhat similar 
to boric add. It is commonly dusted upon the cornea to pro- 
mote the absorption of corneal opacities. Iodoform is dusted 
into the eye to promote the healing of operative or other 
wounds. Aristol and acetanilidj either alone or mixed w^th 
an equal quantity of boric acid, may be used for the same 
purpose. Only impalpable powders should be employed. 

What is dionin, and how is it used ? 

Dionin (ethyl morphine hydrochlorate) is an ocular lymph- 
agogue and analgesic. A small portion of the powdered drug 
may be placed on the conjunctiva, or a 10 per cent, solution 
instilled, to relieve the pain of burns, iritis, glaucoma, etc. 
It is not an anesthetic, but may give relief from pain for many 
hours. It produces great enlargement of the blood-vessels 
and lymph channels of the part, and is used to aid in the re- 
moval of opacities in the cornea or vitreous. In chronic cases 
it may be used in solution (J to 1 per cent.), two or three drops 
instilled daily, or at longer intervals. 
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CONTUSIONS. 

What injuries are produced by bruises of the eyeball ? 

Rupture of the sclera ; rupture of the iris ; dislocation of 
the crystalline lens ; intra-ocular hemorrhage ; edema of the 
retina and choroid ; detachment of the retina and rupture of 
the choroid. 

What is rupture of the sclera ? 

It is caused by a heavy blow on the eyeball ; most fre- 
quently from the fist. In most cases the rupture runs 
parallel with the upper corneal margin, and 3 to 5 nmi. back 
from it. Through the tear in the sclera the crystalline lens and 
often a part or the whole of the iris may be forced out. Often 
no break occurs in the conjunctiva, and the lens is found lying 
beneath it The hemorrhage within the eyeball at first con- 
ceals the absence of the lens and iris from their normal 
position. 

What should be done for rupture of the sclera ? 

If seen early the lens and prolapsed iris should be removed 
from beneath the conjunctiva, and the edges of the scleral 
tear brought together with one or more sutures. Iced cloths 
should be applied continuously for the first day or two, and 
the eye kept under atropin until free from inflammation. It 
may possibly recover some useful vision. 

What are the signs of rupture of the iris ? 

If the iris is torn loose from its ciliary attachment, irido- 
dialy»iSf the pupil on that side api^ars flattened (see Fig. 72). 
If ruptures involve the sphincter, the pupil will be partly 
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j dilated am! itB margin irregularly iiotilied. Sometimes the 
rupture causes a se|>aratioQ of tbe radiating fibers, iu which 
case it may at firat be evidenced only by bleeding inlo the 
anterior ehamlier. When the blood has been absorbed, red 
fundus reflex may be seen with the ophtbalmosi-ope through 
the opening iu tbe iris, whatever its situation. t:k)Dietiueii, 
following injnry lo the eyebiill, absorption of pigment from 
the posterior layer ui' t!ie irw nut-urs, allowing the fumlua 
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reflex to he seen through the meshes of the iris stroma. Some- ' 
times tbe iris injury is indicated only by weakness of the 
s|)hinct«r, allowing partial dilatation of the pupil. 

What is the treatment for rupture of the iris ? 

Cold apiilicfttiona Rt first to keep down inflammatory ' 
reaction ; the use of alropin to keep the iris at rest until 
healing has owurred, and sometimes the Multsetjueiit use of a 
iiiiutie tu help restore the activity of the sphincter. 

What are the signs of complete dislocation of the lens 7 

The anterior chamber is deep and the iris tremulous, show. I 
ing a wavy movement upon any motion of the eye. With tbe I 
ophthalmosco|>e the lens, nsnally more or less hazy or opaque, I 
may be seen lying back of tbe iris, commonly below. Some- I 
times the lens is ibslocated torward into the anterior ehamber, I 
where it may be seen iu front of the iris and pupil, and where 1 
it is certain to cause acute glaucoma. 

How is incomplete luxation of the lens recognized ? 



The anterior chamber wi 
than on ihe opposite side. The ohi 



lit one |>art 1 
^ue positiim of the len» \ 
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may cause astigmatism and myopia not before present. It 
may set up a secondary glaucoma. 

Wliat should be done for dislocated lens ? 

The eyes should be kept quiet until the irritation due to 
injury has passed. Prolonged rest under a mydriatic may 
secure restoration when the luxation is partial, Jbut a mydri- 
atic must be used with caution ; the great danger from such 
injuries being secondary glaucoma. A completely dislocated 
lens should be removed. After partial dislocation, it may be 
necessary to use eserin or to do an iridectomy. 

What are the slighter injuries to the retina and choroid . 

Blows from small objects, as a whiplash or champagne-cork, 
sometimes cause great dimness of vision, which is not, how- 
ever, permanent. The ophthalmoscope shows at the back part 
of the eye the retina, gray, hazy, and swollen from edema 
(commotio retina). This condition passes away in a few days. 
Patches of light yellowish choroidal swelling may then ap- 
pear, or these may show through the swollen retina. They 
entirely disappear a few days later, or leave only a slight dis- 
turbance of the choroidal pigment. Such lesions are com- 
monly seated about the })osterior pole of the eye. 

How should such injuries be treated ? 

The eye should be kept at rest under a mydriatic, and the 
patient kept quiet until the vision, with correcting lenses, has 
again become normal. 

How is traumatic detachment of the retina known and 
treated? 

It may be suspected when loss of a part of the field of 
vision follows a bruise of the eyeball, but it can only be 
certainly known by seeing the detached retina with the 
ophthalmoscope. It may occur immediately, or be discovered 
when the accompanying hemorrhage into the vitreous has 
cleared up ; or it may come on several days or weeks after 
the injury. It is to be treated like sjxmtaneous detachment 
of the retina. It offers a somewhat better j)rosj)e('t of perma- 
nent recovery than does detachment from other causes. 
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What is raptitie of tlie choroid ? 

After severe hroiseH of llie eyeball, witli iutra-ocularj 
heniorrlmge, which at fiM hiiles the fuudue, there is so 
timefi loiind a creseeotio patch of white, more or less < 
centric with the optic disk. This is failed a choroidal J 
rupture (see Fig. 73j. but probably it is at least partly due J 




Fic. 73,— Biipliire of 



to atrophy of injured tissue, rather than simply 

the choroid. It is acM^ornjinuied with permanent impainiiei 

of vision, and is not nnienahle to treatment. 



How may blows on the head cause blindness? 

Fracture of tlie ba.ie <if the Rkiill, when due to blowi 
the forehea<l or t^miile, is very apt to extend into the ( ^ 
foramen, causing injury to the optic- nerve and sultsequent 
blindness. Hemorrhage causing pressure ujion the nerve 
may possibly cause blindness when there han l>een no fraotnre. 
The loss of sight may be noticed immediately, or up<m 
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ing consciousness. Or it may be discovered only after several 
hours or days. It usually becomes complete and permanent 
At first no ophthalmoscopic changes are found, but after some 
weeks optic atrophy becomes evident. 

What is the significance of ecchymosis of the lids ? 

When due to injury of the soft parts, swelling is noticed 
immediately and the discoloration begins at the point of 
injury. It may also be due to fracture of some portion of 
the orbital walls. In that case there may be no swelling, 
and the discoloration appears only after many hours or days. 
Then it is first noticed on the skin just within the margin 
of the orbit, or through the conjunctiva at the retrotarsal 
folds. 

What is the treatment for ecchymosis of the lids ? 

Immediately after the injury firm uniform pressure should 
be applied. An ice-compress may be used for this purpose 
if available. Raw beef or white of ^gg makes a good early 
application. Later, pressure, massage, and hot fomentations 
are to be used. 

How do dislocations of the eyeball occur. 

The eyeball may be torn completely from its socket by the 
horn of a cow or the finger of an assailant. It may be dis- 
placed forward {exophthalmos) by a thrusting in of some part 
of the wall of the orbit. It may sink in the orbit (enophthaf- 
mos) because of damage to the tissues behind it, fracture of 
the orbital walls, or relaxation of the orbital ligaments, which 
hold the eye in position. 

PENETRATING WOUNDS OF THE EYEBALL. 

What should be done for wounds of the conjunctiva ? 

They should be thoroughly cleansed and the parts brought 
into good position and, if necessary, retained by one or more 
sutures. Then the eyes should be kept cleansed and quiet for 
several days until correct union can occur. 

How are injuries of the cornea detected ? 

By inspection, under oblique illumination, any opacity is 
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revealed ; and liy esaiuiniug the reflection from a window o 
a strODgly iilumiuated white card held neiLr the ej'es, aajrV 
irregularity of the surface may he discovered. FluurescidiS 
soiutioD causes a greeuish discoloratiou of the part of thctl 
cornea from which the epithelium has heeii removed. EveaJ 
slight abrasions of the cornea rauy be very painful. Corae^l 
injuries are especially liable to lead to iafectton. 

What is the treatment for such injaries? 

Careful cleansiug, protection from dust auti other irrilanl^ 
by a light dressing, aud the instil latiim of a mydriatic. Um 
i)t' the eyes should be avoided as miii'h as |>ossible until thel 
proi-ews of repair is well stjirttd. 

How do we know when 3. wound has penetrated the sclero- | 
corneal coat? 

By loss of the normal intra-ocular teusiou fsofteaiug of the 
eyeball), which continues until after the wound ia entirely 
closed, and by evidences of injury of the deeper parts of the 
eye. There may be apparent loss of substance or prolapse 
of the iris, opacity in the leus, or wounds of the choroid only 
visible with the ophthalmoscope. Hemorrhage within the 
eyeball may at first conceal the.se signs, but hemorrhage within 
the eye niay arise from bruise without penetration of tha I 



What should he done for a penetrating wound ? 

It should be thoroughly cleansed, even though this involvd 
considerable disturbance of it and free bleeding. All luuilm 
damaged tissue should lie removed. The lips of the wouna 
must be brought into projier apposition, and rebiined 
sutures if necessary. Atro]iin should l>e instilled, and i 
cloths applied for one or two days, iiutil danger of Beven 
reaction is past. The eye is then to Iw kept troveretl with i 
light dressing, aud the |)atient kept from violent eKerciee, aiK. 
usually upon a low diet. Properly treated, recovery wi^ 
useful vision is possible for eyes that have been very severe" 
wounded. 

What should be done if the iris is prolapsed? 

If the wound is quite recent iind vumpnratively sn: 
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if it seems to be entirely aseptic, an attempt may be made to 
return the iris and to retain it in normal position by instilling 
eserin. Such attempts are rarely successful. Usually it is 
best to cut off the protruding portion, having first, by traction, 
loosened the iris from any attachment it may be forming to 
the edge of the wound. If more than one day has elapsed, 
it may be best to defer the removal for a week or two until 
the violence of the inflammation has passed. If the prolapse 
be small and situated toward the periphery, it may be best not 
to disturb it at all unless it seems inclined to extend, or the 
eye tends to continue red and irritable. 

How is a wound of the lens recognized ? 

By opacity, which begins at the point of injury and extends 
throughout the lens, and by swelling of the lens proportioned 
to the extent of its injury. The opacity often spreads most 
rapidly toward the posterior pole of the lens, and from that 
region to other parts. The swelling is greatest about the 
point of injury, and fragments of the lens substance may be 
pushed into the anterior chamber. 

What is the treatment for wound of the lens? 

If the opening in the lens capsule be very small, there is a 
possibility of its healing. This may be followed by arrest of 
the opacity, or even subsequent clearing up. To favor such 
a result the eye should be kept absolutely at rest, under 
atropin, for many weeks, even though it may be quite free 
from hyperemia. If the opacity increases slowly, with little 
swelling of the lens, the eye should be kept under observation, 
and atropin used if signs of irritation develop. When the 
lens has become fully opaque, it should be removed by a 
cataract operation appropriate to the age of the patient. If 
there be great swelling of tiie injured lens, it should be 
removed at once — at least the bulk of it — to prevent injury 
of other portions of the eye from secondary glaucoma. 

What should be done for wounds of the ciliary region ? 

Since these often involve injury of the lens in a part where 
the resulting opacity cannot at first be seen, pushing forward 
of the iris by lens swelling must be carefully looked for. If 



200 



INJURIES TO THE EYE AND ORBIT. 



it appear, the removal of the lens, usually with iridectoiuf, 
should be resorted to. The damaged tissue of the ciliary 
body, beiug almost invariably pushed into the wound, should 
be carefully removed, even though some extension of the 
external opening be required to accomplish it. Wounds of 
this region have been eeijecially credited with causing sympar^ 
thetic ophthalmia. 

FOREIGN BODIES IN THE EVE. 
Hov do we look for foreign bodies in the conjuuctiTa 

Place tie patient in a good light. First examine the ex- 
posed portions of the eyeball. Then have the patient look 
upward, while the lower lid is drawn down, and search the 
lower cul-de-sac, especially the folds near the caruncle. Next, 
while the patient looks down, evert the upper lid, and ex- 
amine the portion thus exposed. Finally, while the eye 
turned strongly downward, draw the lid away from the eyi 
ball and examine the upper cul-de-sac. In the large majority' 
of cH^s the foreign body nill be found resting about the 
middle of the everted upper lid. 

How is a foreign body removed from the cotgniictiTa ? 

A local anesthetic, preferably holoeain, should be instilled. 
This may be done before making the search for the foreign 
body. When the offending substance lies ou the surface of 
the conjunctiva, it should be wiped away with a little abeorl>- 
ent cotton wrapped firmly ou a probe or match-etick. If tl 
particle be irol)edded in the conjunctiva, an effort may 
made to turn it out with the spud used to remove forei 
bodies from the cornea, but sometimes it will be better to sei 
the foreign body with fine forceps and, drawing upon it, Bnil 
away with scissors the conjunctiva that holds it 

How do we search for a fbreign body in the cornea? 

If there is much photophobia or irritation, begin by i; 
atilling a local anesthetic, preferably holoeain. Place the] 
patient facing a win<low that gives unobstructed skylight, 
and examine carefully the reflection of this tight from the 
cornea. The presence of any irregularity will be shown by 
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a break in this reflection. If the foreign body be small, how- 
ever, it may be concealed in the layer of mucus and tears 
covering the surface. Dry the surface with a pledget of 
absorbent cotton. If the foreign body has been imbedded for 
several hours or (^ays some pericorneal redness may be noticed. 
This is most marked at the part of the corneal margin nearest 
the foreign body. If the zone be equal all around the cornea, 
the foreign body will be found near the center. Sometimes 
the location of the corneal injury is best brought out by 
instilling the solution of fluorescin. If daylight be not avail- 
able or if it fails to reveal the foreign body, examine the 
cornea by oblique illumination and with a strong magnifier. 
Make the examination from different directions. A light for- 
eign body is best seen against the black pupil. One of dark 
color may be most evident with a background of light iris. 
Minute particles are sometimes best seen against the red 
fundus reflex by dilating the pupil and using the ophthalmo- 
scope, with its strongest convex lens, to inspect the cornea. 
The sensation of ar foreign body in the eye cannot be relied 
on for diagnosis. The same sensation is produced by any in- 
flammatory roughening of the conjunctiva. On the other 
hand, a foreign body imbedded deeply enough in the cornea 
to not scratch the lid may produce no sensation, until after 
some days an inflammation arises that may be ascribed to 
some wholly different cause. 

Wliat is the treatment for a foreign body in the cornea ? 

The prompt removal of the foreign body, with care to leave 
the wound aseptic. An exception to this must be made 
when great numbers of minute particles of sand have been 
driven into the cornea by an explosion. In such cases, if it 
is impossible to remove all these foreign bodies without total 
destruction of the cornea, the larger and more superficial 
particles should be removed ; and the eye must be placed 
under the influence of atropin and kept at rest for a long 
period. 

How should an ordinary foreign body be removed from the 
cornea? 

The eye being under the influence of a local anesthetic 
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(holocaju), and placed so i 
it; tbe spud (see Fig- "■! 
foreign body and puslied i 



? to get the best illuraioatioii upon I 
tia to be placed alongside iif the 
betweeu it and tbe corneal tissue. 



>g (orelgn btidiEj 

In this way, by a wedge-like action, the foreign body 
looseneJ and forced from its bed in the cornea. After the ] 
principal mass has thus been removed, very careful search 
should l>e made tor any reuiaiuing particles, and the tissue ' 
that has been in contact with the foreign l>ody should be Ci 
fully scraped. But there should be uo scraping of the epi- 
theliuni from the neighboring parts of the corneal surface. 
The removal of such foreign bodies is best doue with the aid 
of the binocular magnifier (see Fig. 75). Particles of iron 




may be reniove<l with a strong magnet. In all cases i 
especially iniportant to thoroughly cleanse the resulting 

wound. ' 

How should powder-grains ba removed from the cornea? 

fiince an unburned grain of gunpowder quickly becomes 
disintegrated on exjiosure to the corneal fluid, it cauuot be | 
picked out as a whole. It should lie touched with the actual 
cautery, preferably the galvauocnutery. This destroys the I 
tissue iu which the finely divided charcoal of the powder it 
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becoming diffused, and the resulting slough carries the foreign 
material with it, with the minimum danger of infection. 

How should a beard of grain or similar body be removed ? 
Beards of grain, and of some species of grass, the spines of 
chestnut-burrs, and the hairs of caterpillars, on account of 
their shape, and the depth to which they often penetrate, 
cannot be removed by the methods above given. If the 
foreign body protrude sufficiently, it may be grasped by fine 
forceps or tweezers, having jaws like those of the forceps for 
removing diseased lashes (see Fig. 76). The attempt to re- 




FiG. 76.— Forceps for removing misplaced lashes or beards of j<rain from the 

cornea. 

move such a foreign body, however, will often break it off ; 
and the part remaining will have to be dug out with a fine 
pointed knife or corneal needle. It will often be well to 
loosen the foreign body somewhat, and gain the chance of a 
better hold upon it by partly digging it out before attempt- 
ing to pull it. Sometimes it is necessary to actually remove 
the corneal tissue in which the foreign body is imbedded ; 
and spines of the chestnut-burr have been removed by intro- 
ducing the forceps into the anterior chamber and pulling 
them through on that side. 

How can one remove a foreign body that projects into the 
anterior chamber? 

In this case there is great danger that in attempting re- 
moval the aqueous will escape and tlie lens or iris be injured 



Fk;. 77.— Broad noodle. 



by contact with the foreign body. It is sometimes best to 
allow the eye to remain perfectly quiet for a few hours until 
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^H the BwdCiig of the t»iK Eb)f« the leaking from the anterior ^^M 

^H chamber snd re-cstablidtee ite fblt deptb. Then a broad ^| 

^H needle (f^. 77) eboald be introduced through a sound por- ^| 

^V tioD of the oomea aod paaeed behind the foreign body, su as ^| 

to jmt pran agaio^ it, and the point of the needle imbedded 

in the inner sor&ce of the cornea to steaily it. The foreign 

hodj is then to be l<x>^ne>l with a spud or needle and re- 

mored ; the broad Deedle protecting the lens and iriH frum 

I injury. ■ 

What are the appearances when a foreign body is long ^M 
retained in the cornea? ^M 

A single foreign body of considerable gize may remain a ^H 
long time in the cornea without caudug serious disturbance ^| 
If deeplv imbedded it becomes hidden in a zone of gray ^H 



tissue that encysts it If superficial, it is buried by whitish 
nia^es of epithelium that form around it, and presents some^ 
what ilie appearance of an opatjue corneal scar. Such foreign 
boilies should be removed, for even if the eye gets ijuiet for a 
time, they ultimately cause trouble. 

What are the signs of a foreign body in the iris ? ' 

A wound penetrating the anterior cliamlver, causing dimin- 
ished intra-ocular ten«ion ; sometimes bleeding that may con- 
ceal the foreign body ; and the appearance of the foreign body 
upon or in the iris. Very careful oeanh with focal illumina- 
tion and a magnifier may be required to detect the foreign 
body. 

What should he done for a foreign body in the iris ? 

An incision is to be made near the periphery of the cornea. ,( 
If the foreign body is probably aseptic, an attempt may be 
made to remove it, leaving the iris intact. In most cases tbia 
will not succeed ; and if there is a prolwbility of infection the 
attempt should not be made. In either case the foreign body 
should be seized with the forceps and drawn out, bringing 
with it the adjoining iris. A part of the iris as small as will 
include all damaged tissue, with the foreign Wly, must ba^ 
rut off with the iris-Bciesors. The remainder of the ' ' 
then to be returned to its normal imsition, and the eye treat 
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as after iridectomy. Particles of iron, if aseptic, may be re- 
moved by the electromagnet. Foreign bodies have been 
retained in the iris for long periods, but they menace the safety 
of the eye, and it is always better to remove them. An 
exception to this rule may be made in regard to powder- 
grains that have ceased to cause irritation. 

What are the symptoms of a foreign body in the lens ? 

At first it may be clearly seen lying in the lens substance, 
if not hidden by hemorrhage in the anterior chamber. But 
later, sometimes in a few hours, it becomes veiled by the 
haziness of the lens surrounding it, which gradually extends 
to all portions of the lens, forming a traumatic cataract. 
Swelling of the lens also occurs, proportioned to the size of 
the opening in the capsule. 

What should be done for a foreign body in the lens? 

If the lens swelling be slight, the eye should merely be 
placed under a mydriatic until the cataract has become com- 
plete. Then the lens should be extracted, care being taken 
to make a free corneal incision, so as to bring out the cata- 
ract with the foreign body included in it. When the foreign 
lx)dy is known to be a bit of iron or steel, it may, in a young 
person, be extracted with the electromagnet, and tlie fluid 
cataract removed through a small incision or by suction, or 
needled for absorption. 

When should we suspect the lodgement of a foreign body 
deep in the eye? 
In every case of penetrating wound of the eyeball that is 
not known to have been made by a clean blade or point, 
which would leave nothing behind it in the wound. If a 
w^ound of the eye by some flying substance causes loss of the 
normal tension of the eyeball and injury to parts included 
within the sclera, there is a strong presumption that the wound- 
ing body has remained within the eye. 

How should one seek a foreign body in the vitreous? 

At the earliest possible moment an ophthalmoscopic exami- 
nation should be made through the dilated pupil. This may 
reveal the foreign body, its exact nature, and location ; or it 
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miiy reveal a truck, marked with blood, acroes the vitreous, 
sliowiug the direction in which the foreigo body has parsed. 
Again, iu rare cases, it may shtnv a wouud of exit through 
which the foreign body hiia passed to n less dangerous resting- 
|i1ikce iu the orhiL In a tew hours the vitreous may )>ecunje 
SI) generally clouded, through difiusiou of the intraocular 
liemorrhage or iatlanimatory change, that it will be quite 
iiui>0!«'il)le to obtain auy such detiuite Information with ibe 
iphtUubu 



upli 



icoi«. 



What is the use of the X-ra^ in these cases ? 

tWlien the foreign Iwdy can no longer he seen, it becomes j 
d most iniporlaut meaua of diagnosis. With the Huoroscope j 




niitv foreiim Ixtdies of excei.li'"»»lly large »i»e can l>e re«)g.J 

„; ■ I in ihe evelHill. l" n"»8< '■"-•^ « radiograph must h«a 

il The piale shouhl l>e Iwuml to the teniiile on the a* 
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he can remain perfectly still. A good tube, with a current 
giving it a high penetrating power, should be placed on the 
side opposite the injured eye, and a little in advance of the 
face. A good radiogram, taken under these conditions, will 
reveal almost any foreign body that is one millimeter or more 
in diameter. By use of a special apparatus, shown in Fig. 
78, or by fastening to the margius of the orbit bite of thick 
lead wire to serve as reference pointe, and taking two radio- 
grams with the tubes placed in different positions, the loca- 
tion of the foreign body within the eyeball can be determined 
quite accurately. 

How may the electromagnet be used in the diagnosis of 
particles of steel within the eyeball ? 

The injured eye may be brought within a few inches of the 
giant (Haab) magnet, then when the current is turned on the 
attraction of the particle in the eye causes a sudden pain. If, 
at the first trial, no pain is felt, the eye may be brought some- 
what closer and the test repeated. The large portable mag- 
net (Fig. 79) may be used by bringing ite tip toward the 
eye, first from one direction and then from another. By the 
distance at which pain is first felt, as it approaches from dif- 
ferent directions, one may be able to judge of the part of the 
eyeball in which the bit of steel or iron is located. It is pos- 
sible, however, for the foreign body to be so placed that no 
pain can be elicited with a magnet. 

What is the sideroscope ? 

It is a steel needle, four or five inches long, suspended in 
a horizontal position by a single strand of raw silk and care- 
fully protected from movement by the air. This needle is 
strongly magnetized and placed in ite })Osition of rest, pointing 
north and south. The injured eye is brought close to one end 
of this delicate magnet. If it contain a particle of steel or iron, 
the needle will be attracted by it and deviate from ite former 
position. A small mirror is fastened to tlie center of the 
needle and a rav of litjht reflected fnmi this mirror reveals 
the slightest change of direction. By such an instrument the 
presence of even the smallest particle of steel that can pene- 
'trate to the interior of the eye may be revealed. By placing t 
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icstrutueut on a very firm foundation, where there will be n 
jarriug from street traflSc, and no influence from electric cur- 
reota or neighboring niaeses of iron or steel, and by making 
repeated observations, It is also [josaible to determine with it 
the ]Kitiitiou of the foreign body in the eye. ■ 

What is the treatment for a foreign body m the poBterli^| 
portion of the ejrebaU? ^ 

Remove it as soon as ]>ossible. The only exception to this 
will be \a the case of a small foreign body in an eye that has 
become entirely quiet. Such an eye, while not free from 
ultimate risk, may go for many years without suffering any 
symptoms from the presence of the foreign body ; and its re- 
moval should only be undertaken when the patient under- 
stands the respective risks and consents that it be dune. In 
all cases except these, the probability of loss of the injured 
eye, and the risk of sympathetic disease of the other are so 
great, that immediate removal should be insisted upon ; and 
furtlier responsiliilitv in the case may properly be declined if 
this i'^ refused. 

Hot should a bit of iron or Bteel be lemored? 

With the electromagnet. The most useful and reliaU 
form beiug the large portable magnet, operated with the 
volt direct current (see Fig. 79}. The magnet must 1 




H powerful one and in good order. If feeble it will ( 

H prove insufficient to dislodge the foreign body ; and 

H merely mislead the patient and the surgeon into a belieT 

^^ that a proper attem])t has Iieen made, when such iw not ihe 

^^ case. The eye should be thoroughly cleansed and an open- 
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iDg made in the sclera large enough to admit the magnet-tip, 
and to allow the free passage of the foreign body, without 
danger of scraping from it the septic material or damaged 
tissue that may surround it The op&ning in the sclera may 
be either the wound of entrance enlarged, or an antero- 
posterior incision made close to the supposed location of the 
foreign body. The magnet-tip is sterilized and introduced 
into this incision. It is best to begin with the short tip, which 
will exert a stronger traction without being introduced within 
the eyeball. Often the bit of steel may be heard to strike 
the tip, which is then withdrawn. Any tissue that api)ears 
closely adherent to the foreign body should be cut off and 
removed with it. If the short tip fails to secure the foreign 
body, it may be replaced with a longer one that can be thrust 
farther into the eye. After the removal of the foreign body, 
the opening in the sclera should be closed, if necessary, by a 
suture, and the eye treated as after a severe penetrating 
wound. 

What should be done for other foreign bodies in the back 
part of the eye? 

Unless very small and imbedded for some time, and 
causing no irritation, their position should, if possible, be 
accurately determined by the ophthalmoscope or X-rays ; and 
they should be removed with forceps through the enlarged 
wound of entrance or an incision made for the purpose. 
Since nearly all eyes containing such foreign bodies become 
absolutely blind, and threaten the sight of the other eye, it is 
right to attempt removal, even when there is great doubt of 
the success of such an attempt If the removal can be ac- 
complished, even at the expense of considerable mutilation of 
the globe, it must be regarded as a great gain. 

What is to be done if the foreign body cannot be removed ? 
If the presence of a foreign body is certainly established, 
it is often best to remove the eye or to eviscerate it at once. 
If useful sight remain, removal must be deferred until re- 
sulting inflammation has made it certain that this will be lost 
If the patient can remain under observation, and is willing to 
take the risk, the eye may be allowed to remain until renewe*' 
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lymptoms ofdisturhauee in the rauod 
eye, render removal imperative. 

When tlie attempt to extract a foreign body is to lie made 
under general anesthesia, it is ofUtn »'ise to obtain the patient's 
previous consent to the irumediale removal of the eyeball iti 
case of failure to get the foreign body. The ilangers to be 
guarded against by early removal of the eyeball are pro- 
longed disability from chronic inflammation, that is liable to ■ 
recur at a later [leriod, and froui sympathetic disease of Xl 
other eya 

Wliat is the prognosis if the foreign bodr is successflilly^ 



In a few cases useful visioa is retniiiei 
majority of cases, a sightles but quiet and comparatively safel 
eyeball is secured. But in Eonie cases it becomes i 
subsequently to remove the eye to prevent sympatl 
eefie of the other. The degree of permanent success attained 
probably depends quite as much upon the complete removs' 
of injured and infected tissue around it as upon the r 
of the foreign body itself. 



They are likely to be deeper and more serious than appears 
upon superficial inspection. The outside tissue is soft, so that 
when the lids have Iveen penetrated little resistance i 
countered until the bony wall of the orbit is reached, Th< 
vascularity of the superficial tissues causes a speedy, partiaj'fl 
or complete closure of the wound near the surface, so that 
on probing the injury raav appear quite superficial. Soi 
times injury of a blood-vessel will, by hemorrhage, caui 
swelling and exoph thai mot', or lesion of a nerve or mui 
mav produce a corrcs|Munlinf,' paralysis. 

What are the character and significance of empbysema of | 

the orbit? 

shown by a soft, crackling, pale swelling of all ad- 

ig parts, which incren.ses rapidly, especially on blowing 
the nose, ll also quickly sulfides when the escaite of air into 
the tissue Is stopped, lis oct;urrenc« indicates a wound penfr 
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tratiug one of the air sinuses adjoining the orbit, or a fracture 
of the orbital wall into one of these sinuses. The escape of 
air into the tissues commonly ceases in a few hours because of 
the obstruction produced by inflammatory swelling. 

How is a foreign body in the orbit recognized and treated ? 
Thorough probing immediately after its entrance, with 
careful exploration of all parts of the wound, will usually 
guard against the mistake of overlooking its presence ; but if 
the case be not thoroughly examined shortly after the injury 
swelling of the parts supervenes, and the presence of even a 
large foreign body readily escapes notice. A discharging sinus 
or continued inflammatory swelling should always cause the 
suspicion that a foreign body may be present ; and to determine 
if this really is the case an appropriate incision should be 
made, and the orbit explored with the finger. In all obscure 
cases, too, the X-rays should be employed in much the same 
way as for foreign bodies in the eyeball. The treatment in- 
cludes prompt removal of the foreign body, cleansing of the 
tract of the wound, and often gauze drainage for a day or two. 
The superficial wound must be brought into the best apposi- 
tion, and retained there by sutupes if necessary. Drains and 
sutures should be removed early to avoid unnecessary scar- 
tissue. 

BURNS AND INJURIES BY CAUSTICS. 

How do bums of the eyeball occur ? 

By explosions, causing the sudden escape of steam, or scat- 
tering boiling water, or drops of molten metal, or sudden 
exposure to flame. Burns from other causes will usually 
affect the lids. 

What are the symptoms of bum of the cornea? 

The coagulation of the affected layers causes an opaque 
white appearance even when the injury is quite superficial. 
This opacity may be very marked, giving the impression of 
complete destruction of the membrane. The upper and lower 
margins of the cornea often esca})e injury, and from these 
parts it may be jwssible to judge the depth to which the cor- 
nea is affected. Usually the injury is quite superficial, and 
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wilh llic BBpanilion of the coagulated tiBsue, the eye may p«» I 
ill a. few ilays t'rum an aijpearaiite of complete Itlindnes^ to 1 
iilniiwt noriiiul. Uulces the iojury is quite EuperBtrial i 
ciiiiwi (Ktricorneal rednene. Injuries of this kiud an 

iLf-imlly iw |i:iiiit'ul as sii]ierfii,-ial ahrasiuiis of llie 



VHiat are the symptoms of bum of the conjunctiva ? 

It miiy Bhow a avnH;rfLcial layer of gray, froiu heat- 
(oinjilliUioii, or a ileeiwr dense white slough, if the burn he 
iTiorii Bwvere. The other jjortiouB of the coDJunctiva immedi- 
iiti'ly h*ii!C)me hyjieremic and somewhat swollen ; the redneaa 

heliiB iiiiwt iiiltsnse near the inargiu on the slough- 

I What \b the great danger from bum of the eyeball ? 

f Adlimc.nti ht-twcen the jjlohe ami surfai-e of the lids, which 
teiiil to i:<nilrivet, iirpveiitiiig the full usi-fulnoya of tlie eye and 
Ti'iulwluK \l nnfli>;hlly (st* Synililephunni, [tage 83), 

Bow should bum of the eyeball be treated? 

Il'^lll(^ l.ii liot uiutal, this miiat be ntrefuUy removed. The 

pve ulioulil he cleiiUPeil, [lelrolatum or eoine Hnch preparation 

nlmiihl li« instilled to protect the injured surface, Atropiu must 

\)o viHed if the cornea is much involved. The eye should be 

kept quiet under a light dressing, and only disturbed as of 

u may he necessary for the removal of any discharge. 

llip raw svirface left hy the burn extends both upon the 

bull and lid, or if it involves much of the bulbar conjunctiva, 

it sitonhl lie covered by epithelial grafts, either from the skin 

or. hetU-T, from tlie inner surface of the lower lip. The 

wearing of a plate of loaJ, or layers of rubber, to sefiarate 

raw 8urt\u!0B uutil covereil with epithelium, may prevent a' 

hiwions that would otherwise form ; Init it will not control tl 

poutriw^lion uf picatrieial bands thiit have already formed. 

What Is the treatment for boms of the lids 7 

In general, they reipiire the treatment for bums of otkt 
portions of llic- skin surface. But on account of the vasa 
larilv of the lids, the proresacs of repair are usually very 
rapid : and to preserve the flexibility required for the per- 
forinain-o of their function, and to avoid cosmetic deformity, 
it is important that epithelial grafts l>e employed to replace 
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the destroyed portion at a very early date. Subsequently, 
much may be gained by persistent massage of the scars, but 
sometimes the earlier treatment will require to be supple- 
mented by one or more plastic operations. These should be 
done after the parts have attained a comparatively permanent 
condition. 

What are the common ii^juries to the eye by caustics ? 

Quicklime gains access to the conjunctiva either as a pow- 
der or in a drop of whitewash. Strong acids and alkalies 
may be thrown into the eye by accident or for the purpose 
of personal injury. 

What are the symptoms of bum by lime? 

The lime enters into close combination with the tissue, so 
that particles of it are almost always found closely adherent 
to the tissues. There is severe persistent pain, photophobia, 
and lacrimation. The redness is at first chiefly seen in the 
part of the conjunctiva directly injured, usually the lower 
cul-de-sac. 

What is the treatment for such an injury? 

The first point is the complete removal of all particles of 
the caustic. To effect this, a local anesthetic should be em- 
ployed, and it may be necessary to seize particles of the lime 
with the forceps and snip them out with the scissors. The 
eye should then be washed out and olive oil or petrolatum 
freely instilled. The subsequent treatment will be that for a 
burn of the eyeball. 

What is the treatment for injuries by other caustics? 

In all cases the immediate washing out of the conjunctiva 
with water, preferably tepid or slightly warm. For the 
strong acids, a weak alkali, usually a non-irritating soap or 
sodium bicarbonate solution, may be added to the water. For 
alkalies, extremely dilute vinegar may be employed. ]^ut 
these chemical antidotes are only of value if used very 
quickly ; and if they are not immediately at hand, the 
thorough cleansing with water will render them quite un- 
necessary. Subsequently, the eye is to be treated as for an 
ordinary burn, with instillation of some bland oil, protection 
from outside irritants, and careful removal of any discharge 
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SPECIAL SYMPTOMS. 

How are the eye-symptoms of general disease to be looked 
for? 
Iiispectioa of the eyes should be particularly directed to 
discovering evidences of inflammation or swelling of the ad- 
joining parts, and the size and reactions of the pupils. With 
the oi)hthalmoscope evidences of optic neuritis, retinitis, and 
oi)tic atrophy should be looked for. The ocular movements 
should be carefully tested. The acuteness of vision should 
l)e ascertained, and if this be impaired, the color-perception 
at the fixation-point carefully determined. The field of 
viHion should l)e investigated, especially as to narrowing of 
the color-fields. 

What diseases are attended with general hjrperemia of the 
eyes? 
All the acute fevers, especially measles and cerebrospinal 
nieningitii*. 

What may cause swelling about the orbit? 

Tlironibosis involving the cavernous sinus; rupture of the 
carotid into this sinus ; aneurism of the ophthalmic artery ; 
disoase of tlio sinuses adjoining the orbit ; or malignant disease 
involving the base of the skull. 

What is the significance of inequality of the pupils? 

It may have existeil throughout life as a personal |iecu- 
liarity. It may bo due to adhesions left by a previous iritis. 
It (Hvurs, as a tom|H>rary and variable symptom, in degener- 
ative disoasos of tlie bniin and spinal cor\\. It may indicate 
|>artial jmralysis of the iH»ulomotor nerve. In connection 
with acute tlistnise or injury it is usually an indirect or distant 

2U 
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symptom, of comparatively little value because of the large 
number of conditions that may cause it. 

What may dilatation of the pupil signify ? 

Strong emotional excitement ; the influence of a mydriatic ; 
blindness ; extreme general anemia ; irritative lesions of the 
upper portions of the spinal cord ; destructive lesions of the 
oculomotor nerve or its nuclei in the medulla. Glaucoma 
also should be borne in mind in connection with general 
disease. 

What conditions cause myosis ? 

Contraction of tlie pupil may attend destructive lesions of 
the spinal cord ; and irritative lesions of the brain and its 
membranes, as meningitis ; apoplexy (early) ; hyperemia 
attending acute fevers ; chronic tobacco-poisoning ; and degen- 
erative disease of the central nervous system. Adhesions 
from old iritis and the normally small senile pupil must be 
borne in mind in this connection. 

What reactions of the pupil are especially significant ? 

Its failure to contract to light, although otherwise freely 
movable — the so-called Argyll-Robertson pupil — and the 
failure to contract when light is thrown on the blind half of 
the retina in hemianopsia. (For Pupillary Reactions, see 
page 130.) 

What is indicated by optic neuritis ? 

Organic disease of the brain or its membranes, as brain- 
tumors or inflammations. Also syphilis, albuminuria, or 
lead-poisoning. It is a symptom of little value, as indicating 
the exact location of the brain-lesion or its especial character. 
But it is of the highest importance as indicating that the 
disease is organic and not merely functional. Thus it will 
sometimes establish a diagnosis between hysteria and brain- 
tumor. 

What is the significance of optic atrophy ? 

It may be secondary to neuritis, and thus possess all the 
significance of neuritis. It may be due to chronic poisoning 
by alcohol or lead ; or to syphilis, malaria, or diabetes. It is 
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Bomelimer! iK'reililiirv, II iinciirf willi i^hroiiii: degenerative ] 
diaeiise uf (lie feiilnil nervous system, especially scleroeiH. 

What diseases should be thought of m connection with ret- ] 
initis? 

Septic affections, leukemia, Bngbt's disease, vascular de- I 
generatioDs. gout, diabetes, and sj*phili8. 

What ma,7 be suspected from disturbance of the ocular inora- 

ments? 

tipujitic 8<]uiiit suggeata hyateria, but may attend or follow j 

the acute levers. Paralytic squint may follow llie g[>ecific I 

fevers, especially diphtheria. It also occurs in chronic de- J 

generative disease of the hraiu and cord. Its most frequent I 

cause is syphilis. But rheumatism, diabetes, malaria, and ( 

What diseases are indicated br narrowing of the field of 

All those that cause optic atrophy. The syuiptom 
especial importance, because Lt may be well marked, especially j 
the narrowing of the color-fields, before any certain evidence. 4 
of optic atrophy can be discovered with the ophthalmoscope, j 
Chronic poisoning may cause it 

What causes loss of color-vifiion at the center of the field? ] 

Central color-scotoma is a ayniptoni of toxic andilyopiaa J 
caused by tobacco, alcohol, iodoform, the smoking of stratno- J 
uiuni leaves, and possibly the excessive use of opium. It ii 
also seen in the early stages of sclerosis of the brain or spinal 1 
cord, and as a symptom of retrobulbar neuritis, which may] 
';li various I'onstitutional disorders. 



What significance belongs to other defects of the visiul J 
field? 

If the fie.lil of hut one eye is defective, the lesion is situateda 
front of the optic chiasm. Defects involving similar Jiart^fl 
of the fields of lioth eyes — homonymous defects — indicate *l 
lesion l>ehind the optic chiasm. This is true whether t' 
defect involves, approximately, half the visual field {hemii 
anopeia) or only a small portion (wcUir defect). 
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Irr^ular defects of the field in oue or both eyes, or more 
extensive iii oue eye thau iu the other, may arise from press- 
ure on some part of the chiasm. 

What does hemianopsia indicate, as to the location of the 
lesion cansiiig it? 

That it is situated back of the optic chiasm. It may aflect 
the optic tracts, a» they wind around the cerebral peduncles. 




FiO. 80.— VitniBl paths and eenlen (Pegnin): S. N, F., right nasal Held; 
L. T. /"..left nasal Held: 0. />.. right. O. S.. left eye; T.. IciiiiMiral. -V, nasal 
retlra;JV. O. D., right. A'. 0. .V.. left optic nervte; f,. clilSBm; T, «, ;i., right. T, 
W. S., left optic tract ; P. O. C, primary optic centers: *' O.. ojilic mdlacions ; 
Vn.. Tisaal corlui ; L. O. D. ami /.. O. S., occlpllnl lobtf. 

in close contact with the meninges of the brain, and at iirst 
with the sphenoid l>one at tlie base of the skull. It may in- 
volve the tract where it passes upward, in close rehition with 
the lenticular nucleus and the internal cajisule. Ailer the 
division of the tract into three parla, one going lo the anterior 
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colliculns of the eoqM>ra quadrigemiua, oue to the pulvinar, 
and one U) the external or lateral geniculate boily, ouly 
lesions involving the last of these cause hemianopsia. Back 
of the geniculate body, the damage may occur to the optic 
radiations of the occipital lobe, or to the cortex lying imme- 
diately al)Out the ealearine fissure, on the mesial surface of 
that lobe. 

How do we judge which part of the tract is affected ? 

By the associated symptoms. If the lesion affects the 
cortex, no subjective sensations of light are perceived. If the 
lesion involve the tract or optic radiations, there may be 
noticed, especially during the first few days, a strong sensa- 
tion of light throughout the blind portion of the field, or 
flashes of light or even visual hallucinations. If the lesion is 
situated near the optic chiasm, there may l)e palsies of some 
of the ocular muscles, pointing to involvement of the third, 
fourth, or sixth cranial nerves. 

What signiflcance has the hemianopic reaction of the pupil ? 

The contraction of the pupil to light depends upon impulses 
passing from the retina through the optic tract to the anterior 
colliculus, thence to the nucleus of the third nerve in the 
medulla, and back to the iris through the nerve-trunk. A 
lesion that interrupts the optic tract in front of where the 
fibers are given off to the anterior colliculus causes hemi- 
anoi)sia, and also prevents the reaction of the pupil to light 
thrown on the blind half of the retina. But if the lesion 
occur back of this, in the geniculated body, optic radiations, 
or cortex, hemianopsia is caused, but the reaction of the pupil 
is not interfered with. This so-called Wernicke symptom is 
of great importance in locating the lesion causing hemian- 
opsia. 

DISEASES OF THE NERVOUS SYSTEM. 

What may an examination of the eyes reveal in coma, con- 
vulsions, or delirium ? 
Extreme contraction of both pupils indicates narcotic poison- 
ing, usually by alcohol or opium. Extreme dilatation indi- 
cates mydriatic poisoning, reflex amaurosis, or the approach 
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of death. Inequality of the pupils and conjugate deviation of 
the eyes point to a focal lesion affecting one side of the brain, 
as from apoplexy or traumatism. Optic neuritis may demon- 
strate chronic, organic disease of the brain. Albuminuric 
retinitis will point to uremia, and other forms of retinal 
disease may reveal syphilis or malaria. 

What may an examinatioii of the eyes tell of headache, 
nausea, or vertigo ? 

These may be due wholly to eye-strain arising from errors 
of refraction ; to weakness or paralysis of one or more of the 
ocular muscles, or an underlying, organic cause for them may 
be revealed by optic neuritis or changes in the retina. 

What are the eye-S3rmptoms of diseases of the spinal cord ? 
Acute myelitis may be attended with double optic neuritis. 
Injuries or spinal carles, involving the cervical portion of the 
cord, may cause contraction of the pupil and slight narrowing 
of the palpebral fissure through paralysis of the cervical 
sympathetic ; or spastic dilation of the pupil, widening of the 
fissure, and apparent exophthalmos through irritation of the 
same nerve.* Primary, gray optic atrophy occurs in one out 
of every four or five cases of locomotor ataxia. Sometimes it 
precedes all other symptoms, even by many years. Some- 
times it appears early in the ataxic stage, and then the dis- 
orders of locomotion, and sometimes tlie other symptoms, are 
likely to diminish or remain stationary for many years. 
Partial or complete palsies of the ocular muscles often occur 
early in this disease. They may be transient or permanent. 
Retrobulbar neuritis with central scotoma also occurs in spinal 
sclerosis. 

How may the eye be affected in multiple neuritis ? 

The optic nerve may be involved in a retro})ulbar neuritis 
with central scotoma ; or paralysis of one or more ocuilar 
muscles may occur from involvement of tlie nerve-trunks 
supplying them. 

What is the connection of the eyes with chorea ? 

Acute chorea — Sydenham's chorea — may be predisposed to 
by eye-strain, causing a depressed condition of the general 
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nervoufl gytlem. It mar I>e atieD'le<l Iiy irregularities of ibe 
eye umeL-lea, i>ul it does not de[ieDd generally or directly 
upon faults of the niuEcular balauce of the eye«. Reflex 
ehoreie nun-ejiienU of the face very often arise from eye-etraio. 
Habit upainru, or tialiit choreas, arise from eye-etraiu and are 
cured by il« relief; ))ut only i 
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Does eye-strain canse epilepsy? 

In a few cases it gives liee to epiteptiforni seizures, which 
ceate ae soon as it is removed. It may also help to produce 
a depressed condition of the nervous sTBtem. lending to aid in 
eslAolishing the diseafe, or to increase the frequency of the 
seizures when it is established. But it is not a geoertil or 
essential cau^ of true epilejisy. 

What eye'Ssrinptoius attend the epileptic aeizmre? 

The aura may be a visual eeusatiou or balludnatioD. 
t^)u traction of the reiinal arteries liaa been noticed at the 
Iteginuiiig of the attack ; dii^leuliou of the retinal veioH ia 
(xinimon at the close. lowered acuteneas of vision and 
narrowing of the visual field are often found after the attack, 
and more rarely preceiling >t. Violent seizures may cause 
conjunctival ewhymoBiH, aod cataract sometimes ensues. 

What are the eye-symptoms of tetany ? 

Temporary inipairmeni. of distant vision, probably through 
B)iaBiii of ihe ciliary muscle, uud precocious cataract 

What share have the eyes in ndgraine? 

In u tiir^'e jiroportloti of cases, the disease arises from eye- ' 
strain ; and whatever its cause, eye-strain will aggravate it The 
seizure often begins with certain visual sensations ; a blurring of 
some |)art of the field, in which there is apt to be a quivering 
movement like that of healed air ; often with flashes of light, 
ndnlillaling aeoComa. This may take a form compared to a, 
fortification with re-entering angles. Or it may appear like n^j 
jet of water ; or some distinct object, as a ball of ^re or trvoki 
IX faee. It usually comes ou suddenly, and grailitally fader 
nway in from five to thirty minutes. As it disappears the 
tieiulai^he begins. 8uoh visual disturbances ure not confined 
Ift mi([raiiie due to eye-straiu. 
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What are the eye-symptoms of exophthalmic goiter? 

The lids are more widely separated than the normal — Dal^ 
rymple^s sign. Their movements of winking are incomplete 
and occur at prolonged and irregular intervals — Stellwag^s 
sign. The upper lid fails to follow the movement of the 
globe upon looking down. It remains elevated, so that more 
or less of the sclera shows above the cornea when the eyes 
are turned downward — Graefe^s sign. The abnormal separa- 
tion of the lids causes the eyeball to appear more prominent, 
even if it be really not pushed forward. But in most cases 
there is an actual protrusion, which may become so great that 
the lids cannot cover the cornea. Because of exposure in 
these cases, the cornea may become inflamed and ulcerated, 
or it may slough, causing the destruction of the eye. Usually 
both eyes exhibit these symptoms in different degrees, but they 
may be confined to one. 

What treatment may the eyes require in exophthalmic 
goiter? 
Eye-strain may have an important influence upon the 
disease by causing or keeping up a condition of depression 
of the general nervous system. Therefore it should be 
removed in all cases. Where the condition has become per- 
manent, and the exophthalmos causes unsightly deformity, it 
may be worth while to remedy this by uniting the lids for a few 
millimeters from the outer canthus. Attempts have been made 
to prevent sloughing of the cornea by union of the lids near 
their center, or throughout the greater })art of their length. 
But such attempts have failed to effect the desired object. 
The lids break loose, and the condition of the eye is aggra- 
vated by the sutures intended to hold them together. When 
the usefulness of an eye has been destroyed by sloughing of 
the cornea, suffering will be prevented and the chances of 
saving the other eye slightly improved by early removal of 
the sightless stump. 

What are the eye-symptoms of akromegaly ? 

Pressure on the chiasm by the enlarged pituitary body 
tends to cause defects in the temporal portion of both visual 
fields. The destruction of the chiasm may be complete. 
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viwmw^ typi<ral, bitenifioral hemianopsia. Usually the de- 
W'vU of the HehlH are irregular and unequal in the two eves. 
I*art>« (»r the naHal fiehl may lie affected by pressure on 'the 
optic tra<rtH. The h(?a(la('h(?« that attend the disease are often 
awrdw^d to ('ye-Htraiii and may \ye aggravated by it. The 
hkin of \\w. lidn and Umm^ of the orbit share io the general 
hyp<'rtropliy. Kxoj)hthahnoH, optic neuritis, optic atrophy, 
Hl(»wn(!HH and incomi)U!teneHH of the ocular movements and 
n^actiouH of the? i)Uj)ilH, nyHtagmus, and hypersecretion of 
ti^arn have, been observed. 

What are the fomiB of mind-blindness ? 

Familiar object may be accurately described by the 
patient, and yvX quite unrecognized when presented, although 
viHion n^mains perfec^t. In another form there remains no 
re<'()l lection of tlu^ appearance of most familiar persons or 
thingH. Hometime^ there is complete inability to recognize 
writUiU or j)rinted wordn, although the letters composing them 
can be (•orre(!tly named {n'ord-blrndtieaH — alexia). 

In otluT caw^H the patient finds it im|)08sible to name the 
lettern, ahliougb tlu^ne are distinctly seen ( letter- blindjieas). 
In Hi ill another c^Iuhh, tiu^ patient can read correctly, but does 
it with Hiich a HeiiHc of insurmountable difficulty that he can 
oidy be iiiducHul to coiiliiiue reading for a few words at a 
time, and then what in Haid becomes (juite irrelevant and in- 
(M)iiiT(Mit (dynlfxia), Derrlopmental alexia, inability to re- 
member words or letters, prevents the child from learning 
to read, even up to adult life, although he may be bright and 
well advanced in every other way. It demands special train- 
ing in reading, out^iido the ordinary school classes. 

What ocular conditions attend neurasthenia? 

ICye-strain ia a very important factor in its production. 
Pain in the eyes, variable weakness, and lack of balance 
of tlu» eve muscles are conmion symptoms. Twitching of the 
lids is complained of and persistent after-images. The field 
of vision may be contracted or inclined to contract rapidly 
while being taken, giving it a spiral boundary. Central 
vision is sometimes impaired. The optic disk is hy|>eremic, 
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its periphery apj^aring very red in C()iin)aris()ii with the 
central cup, which remains normal in color. 

What conditions of the eyes accompany insanity? 

None that are characteristic. The impression ascribed to 
the eyes of the insane lies chiefly in the lids and the muscles 
of other parts of the face. There may be ])r(«ente(l the eye- 
symptoms of neurasthenia, or those which accompany organic 
disease of the brain, or such causes of insanity as syphilis or 
albuminuria. 

What are the usual ocular symptoms of hysteria ? 

The motor symptoms include squint, most frequently con- 
vergent and spasmodic ; blepharos})asm, either clonic or tonic ; 
dilatation or contraction of one [)upil, and muscular asthe- 
nopia. 

The sensory manifestations include contraction of the field 
of vision, as in neurasthenia ; reversal of the boundaries of 
the color-fields, as the field for red extending beyond the 
field for blue. Impairment of acuteness of vision, amounting 
even to complete blindness of one or both eyes. 

How is hysterical or feigned blindness of both eyes de- 
tected? 
Place before one eye a prism of eight centrads, with the base 
toward the temple, the eyes being turned toward a ])right 
flame in a comparatively dark room. If the flame is seen, 
the eye before which the prism is placed will involuntarily 
turn toward the nose to prevent dou])le vision ; and on re- 
moval of the prism it will turn back to its original position. 
If the patient is really blind, no such movement of the eye 
wnll occur. In acute blindness, if com])lete, the pupils will be 
dilated and will not react to light, but in chronic blindness 
the pupils may be but little larger than normal ; and they 
may still react to light, even though the vision may be so 
poor as to amount to practical blindness. Sometimes feigned 
blindness has been demonstrated by giving the patient a 
general anesthetic and securing evidence of vision during the 
succeeding period of intoxication. Sometimes the character 
of the case has been unmasked ])y suddenly presenting before 
the patient's eyes some terrifying object. 
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What is the objective teat for hysterical or pretended blind- 

ness in one eye? 
PJiice an eight-centrad prism, with its base out, before the 
alleged bliud eye, aud if really blind no movemeot will 
occur. But if the blinduesa be hyaterical or feigneti, the eye 
will turn toward the nose fo avoid double vision, end on re- 
moval of the prism will turn out again. During these niovi 
ments the other eye will remain Used, or will ouly quiver^ 
slightly from the effort to keep its direction while the eyd' 
behind the prism is moved. If then the prism is placed befora 
the other eye the same movements occur, except that these' 
are transposed with the prism. If, however, one eye were 
really blind, the prism placed before the seeing eye would 
cause imth to move together and lo an equal exteiU ; while 
before the blind eye it would cause no niovement. It is ixissi- 
ble for an eye affected with hysterical blindness to Iwhave like 
an eye permauently blind, but this very rarely happens. 

What are the diplopia testa for pretended monocular blind- 
ness? I 
Place a prism of about five ceutrads, with its Iwise up, befonij 
the alleged blind eye. The patient will claim that it causes ad 
change in the appearance of objects ; now place it in the same 
way before the seeing eye, and he will generally admit that it 
causes diplopia. But such double vision proves that both 
eyes see. If the pupil is large enough, hold the edge or, 
better, the base of the prism before the seeing eye, so that 
light shall enter it partly through the prism and partly along- 
siiie of it. This should cause diplopia in the seeing eye 
alone. Denial of this double vision proves falsehood. Now 
slip the prism wholly in front of the eye, aud it will no lunger 
cause double vision with the one eye. If the patient still 
seen double, the vision of the other eye is proved. A prism, 
the liase of which is continuous with s plate of glass naviug' 
parallel sides, to be used in this way, constitutes Baudry's tt 

What is the exclusion test for pretended blindness? 

Place before the allegeil blind eye its correcting lens, and 
l>efore the other a spherical lens so strong (10 D.) as to pre- 
vent any distinct vision. Aek the patient to read with botJi 
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eyes. What he sees is necessarily with the eye alleged to he 
blind. Thus its acuteness of vision may be measured. (Har- 
lans^ test) Instead of the strong spherical lens placed before 
the seeing eye use two strong cylindrical lenses so turned as 
to neutralize each other. The patient may be allowed to read 
through these. Then by turning one of them ninety degrees 
in the trial frame, vision with this eye will be prevented, and 
what he reads will give the acuteness of vision in the alleged 
blind eye (authored test), 

DISEASES OF THE CIRCULATORY SYSTEM AND 

KIDNEYS. 

What are the eye-symptoms of simple anemia ? 

Acute anemia from hemorrhage may cause sudden blind- 
ness with swelling and edema of the disk, sometimes followed 
by optic atrophy. 

In chronic anemia the sclera is pearly white ; the inner 
surface of the lids pale ; the optic disk pale and uniform in 
color ; the retinal arteries normal or slightly contracted and 
pale ; and the larger retinal veins much broader than normal, 
pale, and with a broad, light streak from flattening of the 
vessel by partial collapse. 

What eye-symptoms attend leukemia and pernicious anemia? 
The changes in the retinal veins seen in simple anemia are 
greatly exaggerated, and a form of neuroretinitis arises 
characterized by great edema and sw^elling, and numerous 
flame-shaped hemorrhages into the retina. It occurs usually 
late in the course of the disease. Lymphoid tumors of the 
lid and orbit, or the green tumors called chloroma, may 
occur. 

What eye-symptoms appear in diseases of the heart ? 

General edema attending heart-disease, although not espe- 
cially likely to involve the eyelids, may first be noticed in 
this situation, particularly on rising in the morning. Pulsa- 
tions of the retinal arteries are seen in aortic regurgitation, or 
when the blood-pressure is lowered from other causes, as in 
syncope. It may also be seen with sudden excitement of th^ 
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heart's action. Embolism of the central retinal artery may 
be due to endocarditis ; and distended, tortuous, retinal veins 
may arise from distention of the right heart and venous 
system. 

What eye-symptoms may be found with aneurism? 

Affecting the aorta, innominate, or common carotid artery, 
it may, through irritation of the cervical sympathetic, cause 
dilatation of the pupil, widening of the palpebral fissure, and 
exophthalmos. It may also cause embolism of the retinal 
artery. Aneurism of the internal carotid within the skull 
may cause palsies of the ocular muscles, or may break into 
the cavernous sinus and cause pulsating exophthalmos. 

How is sclerosis of the vessels revealed in the eyes? 

Retinal hemorrhages may occur at an early stage. Later, 
the walls of the vessels, as seen with the ophthalmoscope, may 
he notably thickened and opaque. Both arteries and veins 
become somewhat irregular in caliber, and the finer branches 
of the veins jMirtioularly dilated and tortuous. These changes 
are attended with signs of retinal degeneration, swelling, 
oj^acity, and white specks, or larger gray areas, with deterio- 
ration of vision. 

What are the ocular symptoms of Bright's disease ? 

In chronic interstitial nephritis, the above changes, indica- 
tive of angioe(*lero6is, with marked evidence of d^eneration, 
are very likely to appear at the period when the blood-pres- 
sure is no longer sufficient to continue nutrition at the normal 
standanl. The usual form of albuminuric retinitis has been 
desoribcnl (see page 169). 

Retinal hemorrhage is a very constant attendant ; retinal 
edema is frequent and detachment may occur. Palaes of 
the eve musi*les mav also occur. Amaurosis due to uremia 
is sudtlen and usually complete. But the pupils continue to 
react to light. The drojisy of kidney disease is often first 
noticeil in the eyelids, but it may exist without appearing 
there at all. 

What is the prognosis of albuminuric retinitis? 

It is an evidence that the patient is breaking down and the 
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disease approaching a fatal terminatiou. But few patients 
live more than two years after well-marked lesions are found 
in the retina. Exceptions to this prognosis must be made of 
cases arising in connection with acute nephritis and with preg- 
nancy. And a very few cases of chronic nephritis survive 
the appearance of retinal lesions for many years. The sight 
is rarely entirely lost But in a few cases hemorrhagic glau- 
coma supervenes, destroying it. 

What are the eye-symptoms of diabetes ? 

Catarcui, which is apt to come on rapidly, the clouding of 
the lens being diffuse ; but the case otherwise resembling 
cataract from other causes in a patient of the same age. 

Diabetic retinitis is characterized by ivory white dots, most 
numerous in the center of the fundus, but not arranged in any 
regular figure. With these may occur small hemorrhages, 
white plaques, or spots of altered pigmentation. Retinal 
hemorrhages may be numerous and extensive. Retrobulbar 
tieuritis, with central scotoma, may occur and may end in 
optic atrophy. Iritis may be due to diabetes. Sudden great 
changes in refraction sometimes attend it ; and it may cause 
palsies of the ocular muscles. 

CHRONIC DISEASES. 

What are the eye-lesions of gout? 

A chronic inflammation of the retina, optic nerve, and 
choroid, closely resembling that of angiosclerosis ; iritis run- 
ning a very insiduous course, and showing a strong tendency 
to relapse ; a recurring dry catarrh of the conjunctiva, marked 
with intense burning and severe hyperemia; scleritis; sclero- 
tising keratitis, and superficial painful ulcer, near the corneal 
margin in old people, are regarded as of gouty origin. 

What are the eye-lesions in rheumatism ? 

Rheumatic iritis is marked by severe pain and hyperemia 
and the early formation of synechia, which are apt to be nar- 
row, and which stretch or tear asunder under a mydriatic. 
Often but one eye is affected, but repeated attacks are liable 
to occur. They may accompany outbreaks of acute rheuma- 
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lisni, but more frei]ueiitly the irilis appears in the siuhacute ■ 
or cUronk- forma of the disease, or uot aaaociate*! with the 
aeutfl attacks. 

RheumatiBDi is accredited with causing 20 or fiO per cent, 
of the acute pahiea of Ike orular mugelee. It also causes 
scleritis and episcleritis. Rheumatic endocarditis may give 
rise to emboli«n of the retinal arteries. 

What are the eye-symptomB of purpura ? 

Hemorrhage may occQr into the retina, choroid, conjunc- 
tiva, or lids. In the depths of the orbit it may be so exten- 
sive lis to wiiise exophthalmos. Probably the same JeKiuiis 
sometimes occur in wiirci/. _ 

What eye-diseases are regarded as Btrumous? | 

Chronic inffanimiitiou of tht; lid margins, phlyctenular dis- 
ease of the conjunctiva and cornea, and some cases of inter- 
stitial keratitis. These diseases may depend on tubercular 
infection of some portions of the lymphatic system, not upou 
direct tubercular infection of the eye. 

How does tuberculosis involve the eye ? 

It may appear in the iris as scattered, minute dejiositii, or 
as a single targe mass, attended with chronic iritis. Il may 
take the form of lupus of the lids, or may involve the con- 
junctiva, causing a chronic inflammation, with firm, nodular 
swelling and ulceration. It appears in the form of large 
masses involving the choroid and retina, or small choroidal 
deposits at a late stage in general tuberculosis. But tuber- 
cular disease of the eye is rare. Tubercular meningitis or 
brain-tumor of tiilvercular ^'baracter causes the usual aymp- 
toms of organic brain-dipease. 

How does chancre occur about the eye ? 

Infection is usually carried by the fingers or tongue, but 
of^n no history can be obtained. Upon the lids it appears 
as a small ulcer upon a greatly swollen, indurated base, last- 
ing several weeks, aud comparatively painless. In the con- 
junctiva it may lie situated near the inner cauthus. in the 
lower cul-iie-aac, or very rarely in the upper. It here pre- 
sents a hard base with moderate swelling. Whether situated 
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on the lids or conjunctiva, the early involvement of the pre- 
auricular glands is an ini|X)rtant symptom. It is followed by 
involvement of the lymphatics throughout the body. 

What are the eye-lesions of secondary syphilis ? 

More than half of the cases of iritis are due to syphilis. 
But in only about 3 per cent, of the cases of syphilis does the 
iritis occur. The cases in which it does occur are e8|)ecially 
liable to grave tertiary manifestations. Among the more 
frequent syphilitic lesions are cyclitis, choroiditis, chorioret- 
initis with dust-like opacity of the vitreous, optic neuritis, 
and falling of the eyebrows and lashes. 

What are the ocular lesions of tertiary syphilis? 

Gumma may occur in any part of the eye or its append- 
ages. Chorioretinitis, retinitis pigmentosa, optic neuritis, and 
optic atrophy may all be due to syphilis. More than half 
the palsies of the ocular muscles are caused by it. Chronic 
inflammation of the tarsal cartilages sometimes occurs ; and 
there is a form of ulceration of the lids or conjunctiva, with 
much swelling, that may be differentiated from malignant 
disease only by its improvement under specific treatment. 
Glaucoma may follow syphilitic iritis. 

How is the eye affected by inherited syphilis ? 

Interstitial keratitis is usually due to this cause, although 
it may occur late in acquired syphilis or in the strumous and 
non-syphilitic. It is often accompanied by inflammation of 
the iris, ciliary body, or choroid. Most cases of retinitis pig- 
mentosa and of congenital opacities in the cornea are due to 
inherited syphilis. Some of the most serious inflammations 
of the lacrimal passages, arising in young persons, are also 
due to this cause. 

What are the ocular manifestations of gonorrhea ? 

Purulent conjunctivitis (see page 90 ) in the newborn and 
in adults is commonly due to conjunctival infection by the 
gonococcus. The cornea is liable to be involved in purulent 
conjunctivitis ; and staphyloma or leucoma may remain as a 
permanent condition. A truely metastatic inflammation may 
occur, probably due to toxins, without the coccus appearing 
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in the coujunctiva. Such an iDflaimnation is brief and not 
attended with purulent discharge. Iritis may appear early, 
running an acute course with much exudation, but yielding 
to treatment and ending in good recovery. Or iritis may 
appear later, running a very chronic course and relapsing 
with any relapse of the urethral discharge. 

How does leprosy affect the eye ? 

The lids may present anesthetic patches or nodules, and 
the latter may cause such deformity as to lead to disease of 
the cornea from exposure. The eyebrows and lashes may be 
destroyed, nodules are especially apt to appear at the corneal 
margin, and the deeper tissues of the eye may be involved. 
Sight may be lost through anesthesia of the cornea and neuro- 
paralytic ophthalmia. 

How is the eye affected in malaria? 

The peculiar form of keratitis due to malaria is described 
on page 109. Retinal hemorrhages and hemorrhages into the 
vitreous are not rare in the malarial disease of certain re- 
gions. Retinochoroiditis or optic neuritis may occur; or 
sudden blindness, which may be permanent, with optic 
atrophy. Malarial neuralgia is frequently felt in the brow, 
and may be mistaken for headache due to eye-strain, and 
vice versd, 

ACUTE INFECTIOUS DISEASES. 

What significance have ocular hsrperemia and photopliobia in 
these diseases ? 

They are liable to occur in the early febrile stage of any 
acute infectious disease. The hyperemia is a part of the gen- 
eral febrile movement, while the photophobia indicates irrita- 
tion of the cerebral meninges. 

What eye-symptoms attend measles? 

Marked increase of lacrimation, with some hyperemia of 
the conjunctiva, is apt to appear before any other symptom 
of the disease, and to develop into a well-marked catarrhal 
conjunctivitis before the eruption is manifest. Later, even 
after recovery is otherwise complete, there oft«n remains a 
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chronic conjuuctivitis, either catarrhal or phylcteuular. Some- 
times there is a strong tendency to corneal ulceration, ulcers 
occurring from exposure to very slight injury or irritation, 
and showing little disposition to heal. In other cases low 
degrees of ametropia cause excessive annoyance or disability, 
or there may be persistent asthenopia without any error of 
refraction. Muscular palsies, optic neuritis, and optic atrophy 
may be caused by meningitis. 

What are the eye-lesions of scarlet fever ? 

Diseases of the cornea, of the lacrimal gland, or lacrimal 
passages are sometimes set up. . There may also be orbital 
cellulitis or the eye-lesions of meningitis. Involvement of 
the kidneys may give rise to uremic amaurosis or, later, to 
albuminuric retinitis. 

How is the eye affected by diphtheria ? 

Diphtheritic conjunctivitis (see page 99) occurs without 
evident involvement of other mucous membranes. Paralysis 
of accommodation is the most common form of diphtheritic 
paral3rsis. The blurring of near vision which it causes is 
usually first noticed during convalescence. It continues for 
several weeks, but ends in recovery. Paralysis of one or 
more of the extra-ocular muscles, causing double vision and 
squint, may appear still later. It often shows a strong ten- 
dency to recovery, but if neglected, the squint may become 
permanent. Without paralysis of the extra-ocular muscles 
convergent squint may be caused by excessive effort with the 
weakened accommodation. 

What ocular lesions follow influenza ? 

Weakness of accommodation and of the extra-ocular mus- 
cles, with severe asthenopia, may continue for weeks, or even 
many months, but end in ultimate recovery. Retrobulbar 
neuritis and optic atrophy have been reported. Lens opacity 
may grow rapidly worse during the attack and immediately 
afterward. Vitreous opacities may appear. Inflammation 
of the cellular tissue of the orbit going on to suppuration has 
been reported ; and subsequent glaucoma has been ascribed 
to influenza. 
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How are the eyes affected in small-pox ? 

The eruption may iuvolve the coDJunctiva and lids, and 
thus, l>y cicatricial changes, may cause deformity of the lid 
margius or displacement of the lashes. But die primary 
eruption rarely or never affects the cornea. Later, however, 
in the second week of the disease or subsequently, corneal 
ulceration oiten appears, and usually leaves a permanent scar, 
or it oiten goes on to perforation, causing blindness. 

What is vaccinia of the lids and coi^mictiva? 

Conjunctival hyperemia may attend the ordinary fever 
after vaccination. Sometimes vaccination has been purposely 
done on the lids to destroy a nevus. In other cases the eye 
has become accidentally infected by means of the fingers. 
The lids become greatly swollen and indurated, and there is 
involvement of the related lymphatic glands. At the height 
of the disease the conjunctiva may present a croupous de- 
posit, but the cornea escapes without damage ; and recovery 
rapidly occurs when the general fever has run its course. 

How may the eye be affected by chicken-pox? 

A subacute or chronic conjunctivitis is sometimes left, with 
liability to corneal ulcer, very much as aft«r measles. 

How does whooping-cough affect the eye ? 

The violent straining of the coughing spell causes hemor- 
rhage. When this is located under the conjunctiva, it may 
be so profuse or so renewed by successive spells of coughing 
as to require several wrecks for its removal. It may occur in 
the depth of the orbit, causing exophthalmos, or optic atrophy 
and permanent blindness by pressure on the optic nerve. 

How may the eyes be affected by mumps ? 

The swelling about the parotid gland may extend to the 
lids and, in rare cases, the lacrimal glands become similarly 
affected. Exophthalmos, and optic neuritis followed by per- 
manent impairment of the vision, and optic atrophy have 
sometimes seemed to be due to this disease. 

How are the eyes involved in cerebrospinal meningitis? 
Usually there is conjunctivitis. Thrombosis of the retinal 
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veins and retinal hemorrhages, plastic inflammation of the 
iris and choroid, and purulent inHamniatiou of the choroid 
and retina, causing pseudoglionia, occur. Optic neuritis and 
optic atrophy may appear. Inequalities, dilatation, and con- 
traction of the pupils are common ; and palsies of the extra- 
ocular muscles occur. Many of the cases presenting the grave 
ocular lesions do not survive the attack, but among those 
that do, permanent impairment of vision or complete blind- 
ness is common. 

How does erysipelas involve the eyes ? 

The lids become greatly swollen, and involvement of the 
cellular tissue of the orbit is likely to cause abscess. Throm- 
bosis of the retinal vessels, optic neuritis, and inflammation 
of the lacrimal gland and lacrimal sac are liable to occur. 
It may give rise to glaucoma or to optic atrophy. 

How is the eye affected in septicemia? 

An inflammation of the retina or choroid, or both, occurs, 
apparently caused by minute emboli ; these may give rise to 
small foci of inflammation, which appear as white s]X)ts, with 
hemorrhages ; or they may set up a more general purulent 
inflammation, ending in pseudoglionia. In other cases embol- 
ism of the retinal vessels and retinal hemorrhages occur. 

What eye-lesions are due to typhoid fever? 

In the typhoid state the cornea is apt, through exposure, 
to become dry, hazy and inflamed, or ulcerated. Inflamma- 
tion of the choroid with more or less opacity of the vitreous 
may occur. In rare cases there is optic neuritis. During 
convalescence there is likely to be weakness of accommodation 
and asthenopia. 

How is the eye endangered by relapsing fever? 

There is liable to ensue, after some weeks, cyclitis, or 
more general inflammation of the uveal tract, with vitreous 
opacity ; and this may end in panophthalmitis or in shrinking 
of the eyeball. 

What are the eye-symptoms of cholera ? 

The eye becomes sunken from the general loss of fluid and 
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the retinal veins are contracted, while the retinal arteries 
become the color of retinal veins. The cornea generally 
suffers from exposure, and if the patient survives severe 
keratitis occurs, but usually terminates in recovery. 

What are the eye-symptoms of yellow fever ? 

Conjunctival hyperemia and excessive lacrimation are 
usually quite marked in the beginning. Later, the general 
yellow discoloration of the tissue involves the eye, and hemor- 
rhages, both subconjunctival and retinal, may occur. 

DISEASES OF SPECIAL ORGANS. 

What ocular conditions arise from disease of the nose ? 

Acute coryza is often attended with frontal headache like 
that from eye-strain. Chronic or frequently recurring catar- 
rhal rhinitis is attended with relapsing, phlyctenular disease, 
and must be cured before the eyes can be restored to normal. 

Diseases of the lacrimal duct and sac are often caused by 
extension from the nose. Lacrimal obstruction may be due 
to closure of the lower end of the duct by chronic hypertro- 
phic rhinitis or cicatricial contraction, following acute inflam- 
mation or chronic atrophic rhinitis. Some of the worst cases 
of lacrimal disease arise from caries of the bones of the nose. 

What eye-lesions are associated with disease of the frontal, 
ethmoid, or sphenoid sinuses ? 
Malignant disease starting in them generally extends into 
the orbit Ivory exostosis of the orbit starts in the frontal or 
ethmoidal sinuses. Optic atrophy is sometimes associated, 
with the dropping of watery fluid from the nostril and poly- 
poid growths originating in the ethmoid. Strabismus may be 
associated with a similar condition. Temporary amblyopia, 
and even optic neuritis, have been caused by active local 
treatment of the upper part of the nose, particularly with the 
galvanocautery. Closure of the ethmoidal cells gives rise to 
tenderness in the orbit, and headache like that of eye-strain. 
Mucocele or empyema of these sinuses is likely to cause 
tumor and, later, abscess of the orbit through destruction 
of the bony wall. Vitreous opacity and weakness of accom- 
may be due to sinus disease. 
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Wliat may result from disease of the mazillaiy antrum ? 

It very frequentlv makes its way into the orbit Some- 
times directly through the orbital floor, and in other cases 
through the ethmoidal sinus. 

What eye-lesums are due to disease of the teeth? 

Abscess, starting about the root of an upper tooth, may ex- 
tend, usually by wav of the antrum, into the orbit Peri- 
ostitis from a similar source may reach the orbit, and has 
caused optic neuritis and optic atrophy. Paresis of accom- 
modation is the most common symptom of dental disease. 
Spasm of the accommodation may also occur. I^Iuscular 
asthenopia and squint have been ascribed to this cause. 
Dental irritation may give rise to severe blepharospasm. In- 
flammations of the conjunctiva, cornea, and iris have also 
been traced to dental caries. 

What is the influence of the stomach on eye-disease? 

Gastric hemorrhage is more liable to cause permanent 
blindness than hemorrhage from any other organ. The 
headaches from eye-strain are very generally aggravated by 
derangements of the stomach or errors of diet Many of 
these headaches must be r^arded as of double origin, and in 
some cases removal of either factor gives relief. In other 
cases both must be attended to in order to effect a cure. 
Because relief has been afforded by treatment in the one di- 
rection at one time, it must not be forgotten that treatment in 
the other direction may be the essential at a subsequent time. 
A form of severe amblyopia is sometimes encountered that 
appears to arise from auto-intoxication due to chronic gastro- 
intestinal disorder ; and it is only to he relieved by prolonged, 
careful treatment of the gastro-intestinal tract 

What eye-conditions attend disease of the liyer ? 

Yellow vision is sometimes noticed in jaundice. It is un- 
certain whether this is due to coloring matter in the dioptric 
media or to mme influence on the retina. Retinal hemor- 
rhage is quite common in connection with those diseases that 
cause jaundice. Chronic choroidal disease and a low grade 
of neuroretinitis have been observed in connection with 
chronic disease of the liver. 
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What eye-diseases are associated with diseases of the 
sezaal organs ? 
Retrobulbar neuritis occurs chiefly during the period of 
active sexual life, and twice as frequently in women as in 
men. Optic atrophy and spontaneous retinal hemorrhage, in 
young men, seem to be caused by sexual excesses. Albumi- 
nuric retinitis arising during pregnancy may threaten com- 
plete blindness. It then becomes an important indication for 
the induction of abortion or premature labor. (See page 
169.) Optic atrophy may occur from prolonged lactation, 
causing anemia. Menstruation influences strongly chronic 
inflammatory diseases, especially of the uveal tract Arrest 
of menstruation may cause intra-ocular or subconjunctival 
hemorrhage. 

What are the ocular signs of death ? 

At the moment of death the pupil is often noticed to dilate 
widely. The blood columns in the retinal vessels, as seen 
with the ophthalmoscope, become at first finely granular, 
then they may break up into beadlike masses, and the move- 
ment grows slower and slower, until within one or two min- 
utes it ceases altogether. Postmortem changes begin early in 
the eye and are quite characteristic. The retina and the 
dioptric media become hazy. The sclera becomes discolored 
and the eye retracted by rigor mortis. 

TOXIC AMBLYOPIAS. 

What are the symptoms of tobacco-amblyopia. 

Impairment of vision, coming on rapidly, sometimes within 
two or three days, and variable in amount The patient 
complains of a cloud or blur before his sight ; and on testing 
the field of vision it is found that the impairment is limited 
to the neighborhood of the fixation-point. On careful testing 
it will always be found that at the center of the field color- 
perception is interfered with. In a small area, sometimes not 
more than two or three degrees across, colors, especially red 
and green, are seen very badly, or color-blindness is complete. 
The clouding of vision and a central color-scotoma in a 
r^erson using tobacco may be considered to establish the 
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diagDOBis. The ophthalmoscope reveals no constant, charac- 
teristic change. Often the disk appears a dirty red and 
slightly blurred in the early stage ; and later, in bad cases, 
there may be atrophy, causing the outer quadrant of the disk 
to appear pale or greenish. 

What are the causes of tobacco-amblyopia ? 

Exposure to the toxic influence of tobacco. This may be 
through its consumption in any form, most frequently by 
smoking ; or even by working in it. It usually occurs after 
forty years of age, although cases have been reported in 
which it appeared before the age of twenty. Occurring in 
early life, it is commonly due to great excess in the use of 
tobacco combined with the excessive use of alcohol. After 
fifty it may arise, although the amount of tobacco consumed 
is much less than had been habitually used in early life. 
Race and the variety of tobacco employed seem to exert an 
important influence. The occurrence of the disease generally 
accompanies some impairment of general health, particularly 
affecting digestion and general nutrition. 

What is the treatment for tobacco-amblyopia ? 

Complete avoidance of tobacco, the use of general tonics, 
and especial measures to improve digestion ; the use of potas- 
sium iodid in moderate doses for some weeks in the beginning, 
and later, strychnin in ascending doses, to the point of distinct 
physiologic action. With strychnin, begin with ^ of a grain 
at a dose, three times a day. Then make the dose y^^, y^^, and 
^ of a grain successively, and so on until stiffness of the neck 
or jaws, or unpleasant jerking, a short time after taking the 
medicine, gives warning that the maximum dose has been 
reached. Many patients will take as much as ^ of a grain at 
a dose, three times a day, if this amount is reached gradually. 
The drug may also be administered hypodermically in the 
same ascending doses, given once each day or two. As soon 
as marked improvement in vision occurs, we may cease 
increasing the dose, continuing the amount then given until 
vision has been fully restored or further improvement ceases. 
If no decided improvement occurs the dose must be increased 
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to the maximum, and continued for many weeks or months 
just below that which causes symptoms of poisoning. 

Wliat is the prognosis of tobacco-amblyopia? 

If treatment is begun early and the patient abstains com- 
pletely from the use of tobacco, it is very good. Sometimes 
good recovery occurs although improvement has not been 
apparent for several months. If neglected it does not cause 
absolute blindne^. But central vision becomes so impaired 
that the patient is unable to follow any ordinary occupation. 

What is alcohol-amblyopia? 

It closely resembles tobacco-amblyopia, but is more likely 
to appear at an early age, and to include narrowing of the 
periphery of the visual field ; to be followed by general 
atrophy of the optic nerve, and to be less amenable to treat- 
ment In a majority of cases the disease is caused by the 
abuse of both drugs, and has been termed " amblyopia ex 
abusu." The treatment is that given for tobacco-amblyopia. 
Complete abstinence is usually essential to a cure. 

What is iodoform-amblyopia? 

Clouding of the field of vision ; central scotoma, and 
central color-blindness, with or without narrowing of the 
field. It occurs from the use of iodoform dressings upon 
large raw surfaces produced by burns or wounds ; or from the 
prolonged internal use of the drug in large doses. It is 
attended with other symptoms of iodoform-poisoning — stupor, 
delirium, headache, diarrhea, fever, and rapid soft pulse. 
The treatment is the same as for tobacco-amblyopia, includ- 
ing immediate cessation of the use of the drug. 

What is bisulphid-of-carbon amblyopia? 

A condition similar to tobacco-amblyopia, arising in work- 
men who inhale the fumes of this substance, used in vulcan- 
izing rubber. The general symptoms of poisoning which 
accompany it are : at first, irritability, excitement, and 
vertigo ; later, dejection, cutaneous anesthesia, muscular weak- 
ness, and loss of memory. The important point in combating 
'*' is cessation of exposure to the cause. 
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What is tiie fiii'iifiil leaon of tiie ioTtgmng amblyopias? 

It appears to be a degeneratioD of the nerve-fibers which 
supply the center of the redna. the zfxaWed papillomacular 
bundle, with degenenuioo of the nerve-eel k in the retina, 
with which thev are related or from which thev arise, attended 
with increase of the ooiinective'tis§ue elements of the nerve. 
It is often classed as a retrobalbar neuritis. 

What is mtrobenxcil-aaiUyopia? 

An impairment of vision affecting, to various extents, the 
whole field, which arises in workers exposed to the dust and 
fumes of nitrobeozol, and closely allied substances, employed 
for making certain explosives and perfumes. The pupil is 
dilated and the ophthahnosoope shows the eye-ground darker 
than normal, especially the vessels, the retinal veins being 
large and tortuous. The amblyopia is acxximpanied by head- 
ache, muscular weakness, cyanosis, and mental disturbance. 
Recovery usually occurs if the patient can avoid further 
exposure. 

What is tiie blindnwi caused bj wood alcohol? 

The patient, after prolonged unconsciousness from a single 
excessive indulgence, may awaken to find himself blind 
More frequently intoxication by thL« substance is succeeded 
by vomiting, intense gastro-intestinal pain, and partial collapse. 
Then in a few hours sight is lost The same train of symptoms 
has arisen from the prolonged inhaling of the vapor in a con- 
fined space. The blindness is at first nearly or quite complete. 
After a few days vision returns and improves, until the patient 
mav think he has almost recovered. But at this time there 
usually begins contraction of the field of vision and optic 
atrophy, which progresses to almost complete and permanent 
blindness. Cheap essences of Jamaica ginger, lemon, etc., are 
frequently the forms in which the imhou is taken. 

What can be done for wood-alcohol poisoning ? 

Get the poison out of the stomach and intestines as soon as 
possible. Apply external heat. Give in moderate quantities 
such stimulant«$ as ethvl alcohol, coffee, and strvehnia. Use 
pilocarpine sweats and [Xitassiuni ioiiid. It is only in the early 
stage that much can be done to prevent blindness. 
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What are the symptoms of quinin-amblyopia ? 

After a large dose (15 grains to 1 ounce in the twenty-four 
hours) the usual symptoms of quinin-poisoning — vertigo, ring- 
ing in the ears, and deafness — occur, and usually pass off 
entirely before any impairment of vision is noticed. Then 
dimness of sight begins, and in a few hours the patient be- 
comes absolutely blind. Subsequently some vision returns, 
but in a greatly narrowed field. In most cases central vision 
and color-perception again become useful or even normal. 
But in even the lighter cases the field of vision for form, and 
particularly for colors, remains permanently contracted. The 
ophthalmoscope shows the optic disk to be completely blanched 
and the retinal vessels greatly contracted. These symptoms 
remain to a considerable extent even when good central 
vision has been recovered. Other alkaloids of cinchona may 
cause this form of amaurosis. 

What are the pathology and treatment of qmnin-amaurosis ? 
A degeneration begins in the ganglion-cells of the retina 
and extends to the related fibers of the optic nerve. It 
appears to be connected with the shutting off of the retinal 
blood-supply. This seems to indicate the use of amyl nitrite 
and other nitrites in the beginning of the disease. Hydro- 
bromic acid, the bromids, and potassium iodid have also been 
recommended. Later, strychnin and general tonics may be 
tried. After one attack of quinin-amaurosis, that drug must 
be used only in quite small doses, if at all. 

What is salicylic-acid amblyopia ? 

A condition like that of quinin-amblyopia, produced by 
excessive doses of salicylic acid or the salicylate. Acetana- 
lid may also cause a similar but less permanent disturbance 
of vision. 

How is vision affected by lead-poisoning ? 

There may be a transient loss of sight as in uremia. Am- 
blyopia, like that produced by tobacco or alcohol, is met with. 
Optic neuritis and retinitis may occur, either as direct results 
or secondary to renal or cerebral disease. Retrobulbar neu- 
"^itis and optic atrophy, either primary or secondary to 
iritis, are also reported. 
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What usual disturbances are caused by other mineral 
poisons? 
Arsenic may cause retrobulbar neuritis and optic atrophy. 
Optic neuritis has been ascribed to the use of mercury. 
Phosphorus-poisoning may be attended with fatty degenera- 
tion of the retina and retinal hemorrhages. The prolonged 
internal use of silver nitrate has been credited with causing 
amblyopia and optic atrophy. Exposure to the vapor of 
osmic acid has caused amblyopia. 

Do tea, coffee, and chocolate cause amblyopia? 

Optic atrophy and amblyopia have been ascribed to exces- 
sive drinking of coffee. Central color-scotoma has been 
found among tea-tasters and persons consuming large quanti- 
ties of strong tea. A few instances are on record of an idio- 
syncracy tQ chocolate shown by amblyopia whenever it was 
taken. This latter is probably connected with digestive dis- 
turbances. 

What other drugs may cause amblyopia? 

Workers with vanilla suffer from a condition resembling 
subacute glaucoma. Ergotism is said to cause cataract. Naph- 
thalin internally may cause cataract. ( ^arhonic-oxid pouoning 
may cause blindness. And the vapors remaining after the 
explosion of dynamite have caused temporary amaurosis and 
even optic atrophy. Cannabis indica and the mescal button 
cause visual hallucinations. Filix mas causes visual disturb- 
ance. The effect of mydriatics and myotics is well known. 
Oelsemium causes paresis of the ocular muscles and diplopia. 
Sulphonal has caused ptosis. Poisoning by ptomains and ser- 
pent venom have also caused impairment of vision. Yellow 
vision has arisen from the last, and it is also a characteristic 
symptom of santonin-poisoning, 
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TESTS AND REQUIREMENTS OF VISION 
FOR SCHOOLS, RAILROADS, AND PUB- 
LIC SERVICES. 



What tests of vision should be carried out by principals or 
teachers of schools ? 

The ordinary card of test-letters may be employed in the 
usual way. It is better to use a single line of letters visible 
to the normal eye at twenty feet. The test is placed in a 
good light, and each two feet marked off on the floor, from 
the card ta twenty feet. The child is placed at twenty feet 
from the card, and one eye covered, without making pressure 
upon it. If the letters are all read at this distance, the eye 
has normal vision. If they are not read at twenty feet, the 
child should approach until all are distinctly read, and the 
distance at which this is done should be noticed. Such a test 
will not reveal the presence of hyperopia or low astigmatism, 
which might cause very serious eye-strain from school work. 
But these conditions cannot be certainly determined by any- 
thing except a careful examination by an expert 

What constitutes a proper expert examination of the eyes of 
school children ? 

Distant vision and color-perception should be tested. The 
near point of distinct vision carefully determined and the 
muscle balance ascertained. The appearances of the eyelids, 
conjunctiva, cornea, and iris should be noted. The dioptric 
media and ocular fundus should be examined with the oph- 
thalmoscope. The presence or amount of astigmatism should 
be ascertained by skiascopy. In addition to this, the condi- 
tions under which the child is expected to do school work 
must be carefully investigated, and the bearing of the general 
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health on the capacity of the eyes for uear work should be 
duly considered. 

What are the visual requirements for the United States 
Army? 

For enlistment in the ranks, the recruit is required to 
count, at a distance of twenty feet, black dots y\ of an inch 
in diameter, on a white ground. This corres|)Ouds to a bulFs 
eye three feet in diameter at a distance of six hundred yards, 
or to vision of about |^ on the ordinary Snellen scale. Blind- 
ness of one eye, marked strabismus, evidence of inflammation 
of the eyes or lids, or any serious disease of the eye is cause 
for rejection. For admission and graduation at West Point, 
vision must be equal to at least ^^ in either eye without 
glasses. Full normal vision in both eyes must be obtained 
with correcting lenses. 

What is required of officers in the navy ? 

They must show normal color-perception as tested by the 
Holmgren wools, and vision of not less than ^ in each eye 
without lenses. These are the requirements both for admis- 
sion to the naval academy and for graduation therefrom. 

What standards of vision may properly be required for 
railway service? 

For engineers and firemen, those entering the service should 
be required to show acuteness of vision equal to |4 in each 
eye. This should be without glasses, for young men who are en- 
tering the service. Older experienced men should be permitted 
and encouraged to wear glasses if these will improve their vis- 
ual acuteness. Vision that will fully serve all practical purposes, 
as vision of |^, or f^ in one eye and f^ in the other, may be 
accepted. Absolutely perfect color-perception should be re- 
quired in all cases. For colored signals must be instantly 
recognized under the most unfavorable conditions, afe through 
smoke, fog, or snow, and at dusk, or in the daytime with 
various backgrounds. 

The same requirements should apply to men in charge of 
signal towers, switches, and draw-bridges. For other posi- 
tions, vision of ^ in one eye, with or without glasses, and 
good color-perception may be accepted as sufficient. 
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What tests will iaam the requisite acnteneBs of visum ? 

The usual oue wilh SnelleD tc^t-type isee \ia^e 243^, but so 
arningeil and conducted ae lo prevent the jio^ibility of error 
or (leceptiou. To ntlain tbis, the eye wbu-b m uot tieing 
tested must be eutirely covered without subjevtiug it to press- 
ure ; and tbere niu^t l>e some plau tor chaiigiDg tbe test-tj^ 



1 




used that will render it imposrable for the person tested to ' 
repeat the letters from memory. A most etfective plan ia 
that of Dr. William Tbomsoii, who usea a circular card of i 
teet-lettere arrauged in columns converging towani the center. 
This is covered by another card (see Fig. 81), which allovB ] 
only one row of test-letters to be seen at a time, and gives nft J 
(dicatiuQ OB to which line of letters is being shown. 
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What tests are necessary for the exclusion of color-hlind- 
ness ? 

The test with the Holmgren wools, which most quickly 
and certainly reveals the presence of congenital color-blind- 
ness ; and some test with comparatively small areas of color, 
usually by some form of lantern, to detect central color- 
scotoma. 

How is the wool-test conducted? 

A test-skein of light green is given to the applicant, to be 
matched by selecting from a mass of mixed wools the skeins 
most like it in color. A person with normal color-perception 
quickly selects the greens of the same hue, although most of 
the skeins would be either lighter or darker shades. The 
color-blind man, on the other hand, will select, along with 
some greens, skeins of gray and yellow, or light brown, or at 
least he will pick up some of these which contain no green, 
and evidently hesitate before rejecting them. This hesitation 
indicates imperfect color-perception. 

If perfect color-perception has been shown in connection 
with the green test-skein, the wool-test need proceed no further. 
But if color-perception is imperfect, a test-skein of rose-pink 
is given, to be matched in a similar manner. With this the 
color-blind will place either blue and purple skeins, indicat- 
ing red-blindness, or gray and green, indicating green-hlind- 
ness. A third test-skein of bright red may be employed as a 
confirmatory test. With it the red-blind will place dark 
brown, green, or gray, while the greea-blind will match it 
with light green or brown. 

What proportion of persons are shown to be color-blind 
by this test ? 

About one in twenty or twenty-five men, and one in one 
thousand of women. These are the usual proportions of 
cases of congenital color-blindness in the two sexes. 

How is central color-scotoma detected? 

A hole, three millimeters in diameter, may be made in the 
center of a sheet of paper. This is to be held one meter fror 
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the person to be tested, who is to fix his gaze upon the open- 
ing. Several skeins of different colors, among which should 
be green, red, blue, and yellow, are held behind the paper, 
and one after another presented at the opening. Failure to 
recognize the color shown, in a good light, indicates color- 
blindness affecting the fixation-point of the retina ; since such 
an area of color should be readily recognizable beyond six 
meters or twenty feet In place of this test, one of the lan- 
terns, to be presently described, may be used at the appropri- 
ate distance. 

What modifications are required when the tests are to be 
carried out by lay examiners ? 

The essential thing is that each color skein shall be desig- 
nated by a number securely attached to it ; and that a blank 
shall be used, upon which the examiner can mark the num- 
bers of the skeins selected to match each test. The person 
examined should be required to select as many skeins as there 
are match-skeins exposed. Aiid the confusion skeins should 
be sufficiently numerous and carefully selected to reveal even 
slight defects. 

What special apparatus may be used for the purpose ? 

Thomson's color-stick has forty skeins, twenty match-skeins, 
and twenty confusion colors, each appropriately numbered, 
attached to a double stick in such a way that their order can 
be easily varied, and by closure of the two halves of the stick 
together the numbers can be entirely concealed. Twenty of 
the skeins are match and confusion colors for the green test, 
to reveal color-blindness. Ten are especially selected for the 
rose-pink test, and ten of match and confusion colors for the 
red test. 

In his new wool-test Thomson employs only the green and 
rose test-skeins, with ten match and ten conftision skeins for 
each of the tests shown. The numbers attached to the skeins 
are concealed in a box, which allows the wools to he thrown 
into a more confused mass than when arranged on the stick. 
The box is divided into two compartments, one for the green 
test, the other for the rose test 
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What 18 tiie exact method of using this test? 

Examine each eye sejiarately, covering the other eye so as 
to exclude it from vision. Spread a white cloth ou a table 
in a good lighL Place on it at ranilom all the skeins from 
the green part of the box. Take the large light green skein, 
marked "A,'' lay it in a good light, and direct the man to 
select ten skeins fix>m the heap to match it. Tell him these 
are not to be exactly like it, but of the same general color, 
only a little lighter or darker in shade. 

Record the numbers of the ten skeins selecteil, and put 
these skeins back in the green part of the box. Take the 
skeins from the other part of the 1k)x ; and ask him to match 
the large rose-colore<l test-skein, marke^l ** B," as l>efore. 
Record his selections. 

K the man selects blues with the test-skein " B/' he is red- 
blind ; if he selects grays or greens, he is green-blind. Ask 
him the names of any of the skeins and register his answers. 
Record whether his selection was prompt or hesitating. 

What forms of lantern are especially adapted to testing 
color-perception ? 

Dr. C. H. Williams' lantern is furnished with a disk con- 
taining four different shades of red, three of green, two of 
yellow, and one of blue. By turning the disk either color 
can be placed before the light. A second disk contains aper- 
tures of various sizes, from two millimeters up to five millime- 
ters, either of which can be brought before the colored glass 
in front of the light. The smallest opening corresponds to an 
ordinary switch-light seen at a distance of fifteen hundred 
feet. Each colored glass and each opening are numbered, so 
that a complete record of the correct answers and mistakes 
made may be kept 

The lamp devised by Dr. Thomson consists essentially of a 
metal chimney with tw^o attached disks, that can be slipped 
upon an ordinary lamp. One disk contains the colored 
glasses corresponding to the usual railway signals. And the 
other has openings of 1, 2, 5, and 10 millimeters in diameter ; 
ground glass, London smoke of two shades, light pink, lijr* "^ 
green, and cobalt glasses. The different colors on the 
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disk are deaignated by numbers, and the various apertui 
and gla«sea on the other disk are indicated hy lettera. 

How is the colored lantem to be used? 

The pereoQ to 1)6 esiirniiied ia placed at the appropriate 
distance (twenty feet for Williama', sixteen feet for Thorn- 




IL 



son's), and asked to name the colors when seen througli the I 
1 miilinieter aperture. If heia nnalile tonanieChem oorreoHy, T 
the 2 millimeter aperture is tr'ven, and if he fails with this, the J 
larger apertures in siicwssion. If still unable to recognize J 
the colore, be is allowed to approach the lantern. Then the J 
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size of the aperture required, and the distance at which the 
colors are all recognized, indicates the impairment of his 
color-perception. Both correct answers and mistakes should 
be fully recorded. 

In central color-scotoma the impairment is so marked that 
mistakes will always be made until the eye is brought very 
close to the lantern. But the examiner must watch that the 
eye is not turned slightly to one side, so that the image of the 
light can fall outside the scotoma, where its color would be 
recognized. 

Wliat cases should be referred to an expert examiner? 

All found to have imperfect color-perception who are dis- 
satisfied with the general tests. The expert may repeat the 
above tests, and vary them so as to demonstrate to the officers 
of the road, to fellow- workmen, or even to the applicant him- 
self, his inability to recognize colored signals. Thus the 
signal colors of Thomson's lamp may be altered by combina- 
tion with the smoked glasses as colored signals would be 
altered by fog, rain, or snow. Or the cobalt, pink, and green 
glasses may be used to render more striking the ordinary 
mistakes of the color-blind. Dirty signal flags may also be 
used, or the ordinary signal lantern, if it can be placed at the 
full distance at which safety requires that the engineer should 
be able to recognize it. 

How is impairment of vision after admission to the service 
to be guarded against? 

In nearly all cases in which color-blindness exists with good 
acuteness of vision it is congenital. Acquired color-blindness 
is usually attended with impairment of vision for form. But 
such impairment may be slight, although a central scotoma 
for colors is absolute. Repetition of the test for acuteness of 
vision after each accident or severe sickness, and at certain 
intervals, will reveal these acquired defects. 

But they might exist almost the whole time elapsing between 
the examinations before the disqualification for service was 
recognized by the authorities. The man himself will, how- 
ever, become conscious of such a defect as soon as it occurs. 
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Safety will be best attained by exclusion from the service of 
those whose use of tobacco and alcohol render them especially 
liable to color-scotoma ; and by making such provision for 
men who are disabled by acquired color-blindness as will 
encourage them to report promptly for examination on per- 
ceiving evidence of any defect of sight. 
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Abducens paralysis/ 63 
Al)erration, 46 
Abscission, 140 
Accommodatiou, 22 

age aud, 24 

amplitude of, 24 

mechanism of, 23 

near work and, 25 

paralysis of, 24 

relaxation of, 30 
Acetanilid, 192 
Acute infectious diseavses, 230 
Adrenal extract, 192 
Adrenalin chlorid, 192 
Advancement operation, 57 
Akromegaly, 221 
Albinism, 130, 139 
Alcohol-amblyopia, 238, 239 
Alexia, 222 
Alum, 187 
Amaurosis, 67 

quinin-, 240 
Amaurotic family idiocy, 172 
Amblyopia, 67 

alcohol-, 238 239 

central, 178 

drugs causing, 241 

ex abusu, 238, 239 

ex anopsia, 53 

squint and, 53 

tea, coffee, and chocolate and, 241 
Amblyopias, toxic, 236 
Amblyoscope, 54 
Ametropia, 23 
Amyloid degeneration, 104 
Anemia, pernicious, 225 

simple, 225 
Anesthesia, corneal, 109 
Aneurism, 226 
Aniridia, 130 
Ankyloblepharon, 83 
Anterior chamber, foreign body in, 
203 



Antiseptic dusting-powders, 192 
Aphakia, 163 
Arcus senilis, 118 
Argyll-Robertson pupil, 132, 215 
Argyrol, 94, 95, 97, 98, 186 
Aristol, 192 

Army, visual requirements for, 243 
Arsenic-poisoning, 241 
Artificial eye, 144, 146, 147 

leech, 126 

vitreous implantation of, 145 
Asthenopia, muscular, 235 
Astigmatism, 38-47 

correction of, 41 

irregular, 38, 46 

measuring of, 44 

signs, 42 

treatment, 41, 45 

varieties, 42 
Atrophy, choroidal, 135 

optic, 178 
significance of, 215 
Atropin, 189 

for squint, 54 

sulphate, 125 
Autointoxication, 63, 123 

Ballooning of iritis, 127 
Basedow's disease, 183 
Baudry's test, 224 
Beer's cataract-knife, 158 
Bichlorid of mercury, 184 
Bifocal lenses, 47 
Binocular field, 65 

fixation, field of, 65 

fusion, 48 

magnifier, 76, 202 

vision, 48 
Bisulphid-of-carbon amblyopia, 238, 

239 
Black appearance of pupil, 26 
Blepharitis, marginal, 78 
Blepharophimosis, 82 

251 
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Blepharospasm, 81 
Blindness, color-, 69 

feigned, 223, 224 

from blows on head, 196 

from Jamaica ginger, 239 

from wood alcohol, 239 

green-, 245 

hysteric, 223, 224 

mind-, 222 

monocular, diplopia tests for, 224 

of one eye, 69 

pretended, exclusion test for, 224 

red-, 245 

word-, 222 
Bloodletting, 126 
Blue-glass test, 59 
Borax, 191 
Boric acid, 191 
Boroglycerid, 191 
Bowman's stop-needle, 156 
Brain -disease, neuritis and, 177 
Bright's disease, 226 
Broad needle. 203 
Buller's shield, 98 
Buphthalmos, 167 
Burns, 211 

by lime, 213 

Calomel, 192 
Canthoplasty, 82 
Caries, spinal, 219 
Caruncle, disease of, 104 
Cataract, 150 
absorption of, 156 
appearance of, 153 
black, 152 
choroidal, 152 
congenital, 152 
cortical, 151 
diabetic, 152 

dimness of vision and, 154 
extraction of, 156 

accidents of, 160 

after-treatment, 160 

combined method, 159 

complications, 161 

flap method, 159 

hemorrhage in, 161 

instruments for, 157 

lenses after, 162 

loop, 160 

modified linear method, 159 

prognosis, 161 

prolapse of iris in, 161 

simple method, 159 



Cataract, fluid, removal of, 157 

hard, 150 

in diabetes, 227 

incipient, 155 

juvenile, 152 

maturity of, 154, 155 

Morgagnian, 152 

natural history, 155 

nuclear, 150 

oblique illumination and, 153 

partial, 155 

prevention, 155 

secondary, 161 

senile, 150 

soft, 151 

Symptoms, 153 

uncinariasis as cause of, 155 
Cataract-knife, 158 
Catoptric examination of cornea, 73 

of lens, 74 
Caustic injuries, 211, 213 
Cavernous angioma, 182 

sinus, thrombosis of, 180 
symptoms, 181 
Cellulitis, orbital, 179, 180 
Cerebrospinal meningitis, 232 
Chalazion, 80 
Chancres about eye, 228 
Chemosis, 93 
Chicken-pox, 232 
Chocolate-amblyopia, 241 
Choked disk, 175 
Cholera, 233 
Chorea, 219 

Choreic movements of face, 220 
Chorioretinitis, syphilitic, 170 
Choroid coloboma of, 139 

diseases of, 133 

ossification of, 138 

rupture of, 196 

sarcoma of, 138 

slighter iiyuries to, 195 

tubercles of, 138 
Choroidal atrophy, 135 
Choroiditic atrophy, 179 
Choroiditis, 133-138, 

central, 134 

disseminated, 134 

plastic, 134, 136, 137 

purulent, 137 

symptoms of, 134 

syphilitic, 170 
Chromatopsia, 71 
Chronic diseases, 227 
Ciliary body, diseases of, 133 
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Ciliary region, wounds of, li^ 
Circnlatory system, diseaiies of, 225 
Cleansing collyrinm, 1H5 
Cocain, 187 
Coffee-amblyopia, 241 
Color-blindness, 09 

guarding against, 249 

tests for, 245 
Colored lantern, using of, 248 
Color-perception, 64 

disease and 70 

lanterns for testing, 247 
Color-scotoma, central, 216, 245 
Coma, 218 

Commotio retinie, 195 
Concave lens, 14 

refraction of, 15, 16 

mirror, 33 
Congenital word-blindness, 222 
Conical cornea, 118 
Conjunctiva, burns of, 212 

diseases of, 91 

foreign bodies in, 200 

hyperemia of, 91 

morbid conditions of, 104 

quicklime in, 213 

tuberculosis of, 104 

tumors of, 104 

upper cul-de-sae c>f, 73 

vaccinia of, 232 

wounds of, 197, 198 
Conjunctival dis<rharge, 77, 78 
Conjunctivitis, 92 

acute catarrhal. 93 
contagious, 95 

avoiding infection of fellow, 97 

bacteria of, 93 

chronic catarrhal, 96 
membranous, 101 

croupous, 98 

diphtheritic, 99 

diplobacillus, 95 

granular, 99-101 

iritis and, 124 

Parinaud's, 101 

pneumococcuK, 94 

purulent, 96 
orbital cellulitis and, 180 

vernal, 96 
Contusions, 193 
Conns, 136 

Convergence, pupil and, 131 
Convergent rays, 21 
Convex lens, 14 
Convulsions, 218 



Copper sulphate, 186 
Corectopia, 130 
Cornea, abscess of, 113 
astigmatic, 38, 40 
beard of grain in, 203 
burns of, 211 

catoptric examination of, 73 
conical, 118 
diseases of, 107 
foreign bodies in, 200-204 
herpes of, 110 
hyperemia of, 107 
index of refraction of, 11 
injuries of, 197, 198 
lashes in, 203 
oi^acities of, 116 
perforation of. 111 
powder-grains in, 202 
staphyloma of, 117 
Corneal anesthesia, 109 
loupe, 76 

ulcer, non -suppurating, 108 
perforating. 111 
juieunioooccus, 112 
serpent, 112 
simple, treatment, IM) 
suppurating, 112 
varieties, 110 

with herpes zoster ophthalmi- 
cus, 109 
Crab-louse in lashes, 85 
Crystalline lens, catoptric examina- 
tion of, 74 
changes in, in age, 150 
colohonia of, 163 
congenital anomalies of, 163 
dis<Mssion of, 156 
diseases of, 150 
dislocation of, 163, 194 
foreign body in, 205 
index of refraction of, 11 
opacity of, determination, 153 
trituration of, 156 
wounds of, 199 
Cul-de-sac, upper conjunctival, 73 
('Upping of disk, 29 
(Vclitis, 133 
('ycloplegics, 35 
Cylindrical lens, 39, 40 

Dacryo-adenitis, 86 
Dacrj'ocystitis, 90 
Dalrvmple'ssign, 221 
Daturin, 189 
Death, ocular signs, 236 
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Deceutred lens, 47 
Delirium, 218 
Dendritic ulcer, 110 
Dermoid cysts in orbit, lti2 

tumors, 104 
Detachment of retina, 173 
Deviating eye, 48 
Diabetes, 227 

Dimness of vision, cataract and, 154 
Dionin, 125, 192 
Dioptric media, 11 

surface, 11, 19 

system of lenses, 18 
Diphtheria, 230 

Diplobacillus conjunctivitis, 95 
Diplopia, binocular, 48, 103 

crossed, 51 

homonymous, 51 

tests for monocular blindness, 224 

vertical, 52 
Direct examination, 27, 30 

trituration, 156 
Discission of lens, 156 
Disinfection of instruments, 184 
Dislocation of lens, 163, 194 
Distichiasis, 85 
Divergent rays, 21 
Drugs and formulas, 184 
Duboisin, 189 

Dusting-powders, antiseptic, 192 
Dyslexia, 222 

EccHYMOsis of lids, 197 

subcoiyunctival, 103 
Ectropion, 84 
Electromagnet, steel particles and, 

207, 208 
Embolism, retinal, 172, 173 
Emmetropia, 33 
Emmetropic eye, 22 
advantages, 34 
Empyema, 181 
Encanthis, 104 
Encephalocele, 182 
Enophthalmos, 197 
Entropion, 83, 84 
Enucleation, 143, 144 
Epicanthus, 85 
Epilepsy, eye-strain and, 220 
Epileptic seizure, 220 
Epiphora, 86 
Episcleritis, 102, 119 
Erysipelas, 233 
Eserin, 190 
Esopboria, GO 



Ethmoid sinus, disease of, 234 
Ethmoidal disease, orbit in, 181 
Euphthalmin, 190 
Eversion of punctum, 86 
Everting of eyelids, 72 
Evisceration, 144 
Examination, expert, of eyes of 

school children, 242 
Excision of lacrimal sac, 91 
Exciting eye, 141 
Exclusion of pupil, 121 
Exclusion test for pretended blind- 
ness, 224 
Exophoria, 60 

Exophthalmic goiter, 183, 221 
Exophthalmos, 197 

pulsating, 183 
Exostosis, ivory, 182 
External rectus, advancement of, 57 
Extraction of cataract, 156. See 

also Cataract. 
Eyeball, bruises of, 193 

burns of, 211, 212 

dislocations of, 197 

foreign body deep in, 205 

optical function of, 11 

penetrating wounds of, 197, 198 

posterior portion of, foreign-body 
in, 208 

sarcoma of, 138 

steel particles in, electromagnet 
for, 207, 208 

tension of, 76, 163 
diminished, 167 
Eyelids, everting of, 72 

granulated, lOQ 
Eye-strain, 46 

epilepsy and, 220 
Eye-symptoms of general disease,214 

False image, 49 

position, 49 
Far sight. See Hyperopia, 
Field of fixation, 65 
of vision, 64 

contraction of, 66 

for colors, 70 

narrowing of, significance, 216 
Fistula, lacrimal, 90 
Fixation point, 48 
Fixation-forceps, 158 
Fixing eye, 48 

Flap extraction of cataract, 159 
Fluorescin, 192 
Focal distance, 16 



INDEX, 



255 



Focal lines, 41 
Focus, principal, 16 

real, 15 

virtual, 16 
Focussing by eye, effect of, 20 
Foerster's operation, 156 
Forceps for removing lashes, 203 
Foreign bodies in eye, 200 
irremovable, 209 
prognosis, 210 
Foreign bodies, back part of eye, 209 
Formaldehyd, 184 
Formulas and drugs, 184 
Frontal sinus, disease of, 234, 

orbit and, 181 
Fundus, inverted image of, 31 

reflex, 28 
Fusion tubes, 54 

Genebal disease, eye-symptoms 

in, 214 
Glaucoma, 163 

absolute, 165 

and iritis, 124 

field of vision in, 164 

fnlminans, 165 

hemorrhagic, 165 

inflammatory, 165 

iridectomy for, 166 

malignant, 165 

massage in, 167 

myotics in, 167 

other affections and, 164 

prognosis, 165 

simple, 165 

sympathectomy for, 166 

symptoms, 163, 164 

treatment, 165 
general, 167 
Glioma, 174 

Goiter, exophthalmic, 183, 221 
Gonorrhea, 229 
Gonorrheal ophthalmia, 97 
Gout, 227 
Graefe's cataract-knife, 158 

sign, 221 
Granulated eyelids, 100 
Graves* disease, 183, 221 
Gray atrophy, 179 
Green-blindness, 245 
Gumma of iris, 123 

Habit spasms, 220 
Harlans' test for pretended blind- 
ness, 225 



Headache, 219 
Heart, diseases of, 225 
Hemiachromatoi)sia, 71 
Hemianopsia, 67 

biuasal, 68, 69 

bitemporal, 68, 69 

homonymous, 68 

nasal, 67 

significance, 216, 217 

temporal, 67 
Hereditary atrophy, 179 
Herpes zoster ophthalmicus, corneal 

ulcer with, 109 
Heterochromia, 130 
Heterophoria, 58, 60 
Heterophthalmos, 1130 
Hippus, 132 
Holocain, 188 
Homatropin, 190 
Homonymous sector defects, 68 
Hordeolum, 79 

Hotz operation for entropion, 84 
Hutchinson teeth, 114 
Hyaloid artery, persistent, 149 
Hydrophthalmos, 167 
Hyoscyamin, 189 

Hyperemia, acute infectious dis- 
eases and, 230 

conjunctival, 91, 92 

of eyes, diseases occurring in, 214 

of glaucoma, 164 

of iris, 120 

of phlyctenular ophthalmia, 105 
Hypermetropia, 22, 32, 34 
Hyperopia, 22, 32, 34 
Hypopyon, 113 
Hysteria, 223 
Hysterical blindness, 223, 224 

Idiocy, amaurotic family, 172 
Implantation of artificial vitreous, 

145 
Inch system of lenses, 17 
Indirect method of examination, 30 

trituration, 156 
Index of refraction, 11 
Infectious diseases, acute, 230 
Inflammation, sympathetic, 140 
treatment, 146 

transmission of, 141 
Influenza, 231 
Injured eye, removal of, 143 
Injuries of eye, 193 
Insanity, 223 
Inspection, simple, 71 
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lustrumeuts, disiufectiou of, 184 
luterstitial keratitis, 114 
lutracranial pressure, optic ueuritis 

and, 177 
Inverted image oif fundus, 31 
lodin, 187 
Iodoform, 192 

Iodoform-amblyopia, 238, 239 
Iridectomy, 127, 128 

for glaucoma, 166 

preUminary, 159 
Irideremia, 130 
Iridodesis, 129 
Iridodialysis, 193 
Iridotomy, 128 
Iris, anomalies of, 130 

coloboma of, 130 

cysts of, 129 

diseases of, 120 

foreign body in, 204 

grauulomata of, 129 

gumma of, 123 

hyperemia of, 120 

in albinism, 130 

prolapse of, in exti*action, 161 
treatment, 198 

rupture of, 193 

sarcoma of, 129 

tubercles of, 129 
Iritis, 120 

and keratitis, 124 

ballooning of, 127 

conjunctivitis and, 124 

course, 122 

diabetic, 124 

exudation in, 120 

glaucoma and, 124 

gonorrheal, 124 

gouty, 124 

insidious, 123 

mydriatics for, 125 

neuralgia and, 124 

parenchymatous, 123 

plastic, 122 

purulent, 123 

rheumatic, 124, 227 

sequels, 127 

serous, 122 

syphilitic, 123 

traumatic, 124 

treatment, general, 126 
local, 125 

tubercular, 124 
I particles in eye, 207, 208 
gnlar astigmatism, 38, 46 



Ivory exostosis, 182 

Jackson's binocular magnifier, 76 

cataract-knife, 159 

strabismus-scissors, 55 

test for pretended blindness, 225 
Jamaica ginger, blindness from, 239 
Jaundice, 235 

Javal-Schiotz ophthalmometer, 43 
Jequiritol, 187 
Jequirity, 187 
Johnson's electromagnet, 208 

Keratectomy, 140 
Keratitis, 107, 108 
bulbous, 110 
filamentous, 110 
intei-stitial, 114 
iritis and, 124 
neuropathic, 109 
punctata posterior, 121 
Keratoglobus, 118 
Kidneys, diseases of, 225 
Knife-needle for secondary cata- 
ract, 162 
; Kuhnt's method of removing tri- 
angle of iris and capsule, 129 

Lacrimal apparatus, 86 

derangements, nose and, 234 

fistula of. 90 

gland, abnormal condition of, 86 
fistula, 86 
dislocated, 86 
hypertrophy of, 86 

obstruction, 87, 90 

probes, 88 

sac, abscess of, 90 
excision of, 91 
opening of, 88 

style, 90 
Lagophthalmos. 81 
Lantern, colored, using of, 248 
Lashes, misplaced, removal of, 203 

pediculosis of, 85 
Lead-poisoning, 240 
Leech, artificial, 126 
Lens after cataract extraction, 162 

bifocal, 47 

crystalline. See Ci'ystaUine lens. 

cylindrical, 39, 40, 47 

decentred, 47 

determining strength of, 19 

rendering more convex, 23 

spherocylindrical, 42, 47 
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Lens, tone, 47 
Louses, i:]-iy, 47 
Leprosy, 230 
Letter-blindness, '222 
Leu com a, 116 

adherent, 116 
Leukemia, 225 

Lid, application of solutions to in- 
ner surface of, 94 

atropin and, 79 

burns of, 212 

cysts of, 80 

diseases of, 78 

ecchymosis of, 197 

elevator, 73 

epithelioma of, 80 

erysipelas of, 79 

everted, 72 

herpes zoster of, 79 

lupus of, 80 

nevus of, 80 

rodent ulcer of, 80 

sarcoma of, 80 

syphilis of, 80 

twitching of, 81 

vaccinia of 232 
Light, refraction of, 11 
Light-perception, quantitative, 154 
Lime, burns by, 213 
Liver, disease of, 235 
Locomotor ataxia, 219 
Loop extraction, 160 

Macula, 116 

Maddox-rod test, 59 

Malaria, 230 

Malarial ulcer, 109 

Maxillary antrum, disease of, 235 

McReynolds inetliod of removing 

pterygium, 103 
Measles, 230 

Meibomian concretions, 103 
Meningitis, cerebrospinal, 232 
Meniscus lens, 14 
Mercury preparations, 184 
Meridian of greatest refraction, 39 

of least refraction, 39 
Metric system of lenses, 18 
Microphthalmos. 182 
Migraine, 220 
Milium, 80 

Mind-blindness, forms of, 222 
Miners' nystagmus, 64 
Moll u scum, 80 
Morgagnian cataract, 152 

17 



Mucocele, 181 

Multiple neuritis, 219 
j Mumps, 232 
' Mycotic ulcer, 110 
i Mydriasis, 132 
i Mydriatics, :}5, 189, 190 
j for iritis, 125 

Myelitis, acute, 219 
, Myopia, 23, 32, 36 
' Myopic crescent, 136 
eye, 22 

Myosis, 132, 215 

Myotics, 190 

Nausea, 219 

Navy, officers of, requirements, 243 

Near point, 23, 24 

Near-sighted, 23, 32, 36 

Nebula, 116 

Negative aberration, 46 

Nephritis, chronic interstitial, 226 

Nerve-sheath, persistent, 175 

Nervous system, diseases of, 218 

Neuralgia, iritis and, 124 

Neurasthenia, 222 

Neuritis, multiple, 219 

optic, 175 

diseases indicated by, 215 

retrobulbar, 178 
Neuroretinitis, 177 
Newborn, ophthalmia of, 98 
Nitrobenzol-aniblyo])ia, 239 
Nose, diseases of, eye in, 234 
Nystagmus, 64 

Objkctivk examinations, 71 
0))li<iue illumination, 75 
Occlusion of ])upil, 121 
Ocular movements, disorders of, 48 
disturbances of, siijnificance, 
216 

palsies, rheumatism and. 228 

signs of death, 236 
Oculomotor paralysis, 62 

recurrent, 63 
Oculo-orbital fascia, inflammation 

of, 180 
Onyx, 113 
Opacities of cornea, 116 

vitreous, 148 
Opaque nerve-fibers, 175 
Ophthalmia, gonorrheal, 97 

neonatorum, 98 

nodosa, 101. 124 

phlyctenular, 105-107 
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Ophthalmia, strumous, 105-107 

sympathetic, 139 
Opthalmomalacia, 167 
Opthalmometer, 43 

for measuring refraction, 44 
Ophthalmoplegia externa, 63 

interna, 63 
Ophthalmoscoi)e, 26 

astigmatism and, 44 

eye through, 28 
Ophthalmoscopic examination, di- 
rect method, 27, 30 
indirect method, 30 
Optic atrophy, 176 

gray, in locomotor ataxia, 219 
significance of, 215 

disk, 29 

nerve, atrophy of, 178 
diseases of, 175 
tumor of, 183 

neuritis, 175 

diseases indicated by, 215 

papilla, 29 
Optical center of lens, 14 
Orbit, carcinoma of, 182 

caries of, 181 

cavernous angioma in, 182 

chloroma in, 183 

dermoid cysts in, 182 

diseases of, 179 

echinococcus cysts in, 182 

emphysema of, 210 

encephalocele in, 182 

foreign body in, 211 

hydatid cyst in, 182 

in disease of frontal sinus, 181 

in ethmoidal disease, 181 

injuries of, 193 

lymphoid growths in, 183 

malignant tumors of, 182 

l)enetrating wounds of, 210 

sarcoma of, 182 

swelling about, causes of, 214 
Orbital cellulitis, 179, 180 

periostitis, symptoms, 180 
Osmic-acid amblyopia, 241 

Pan AS solution, 185 
Pannus, 115 
Panophthalmitis,137 

orbital cellulitis and, 180 
Papilla, optic. 29 
Papillitis, 175 
Paracentesis-needle, 111 
ParaUel mys, 21 



Paralysis abducens, 63 

oculomotor, 62 
recurrent, 63 

of accommodation, 24 

of patheticns, 63 
Parinaud's conjunctivitis, 101 
Parotiditis, 232 
Patheticns, paralysis of, 63 
Pediculosis of lashes, 85 
Pemphigus, 104 
Perimeter, 65, 66 

Periostitis, orbital, symptoms, 180 
Periscopic lens, 14 
Peritomy, 115 
Pernicious anemia, 225 
Persistent nerve-sheath, 175 
Pertussis, 232 
Phlyctenule, 105-107 
Phosphorus-poisoning, 241 
Photophobia, acute infectious dis- 
eases and, 230 
Phthisis bulbi, 137 
Physiologic cup, 29 

salt solution, 191 
Physostigmin, 190 
Philocarpin, 191 
Pinguecula, 103 
Pink-eye, 95 

Placido's disk, modified, 74 
Plane mirror, 32 
Pneumoeoccus conjunctivitis, 94 
Point of reversal, 31 
Polycoria, 130 
Positive aberration, 46 
Posterior staphyloma, 136 

synechia, 127 
Postneuritic atrophy, 179 
Potassium permanganate, 192 
Powder-grains in cornea, 202 
Pregnancy, albuminuric retinitis 

in, 169, 23(J 
Presbyopia, 25 
Principal focus, 16 
Prism, 12 

Probes, lacrimal, 88 
Probing, 88-90 
Projection, 154 
Protargol, 185 
Pseudoglioma. 137, 149 
Pterygium, 102 

McReynolds method of remov- 
al of, 103 
Ptosis, 81 

Public services, tests and require- 
ments of vision for, 242 
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Punctura, e version of, 86 

proximum, 23 
Pupil, Argyll-Robertson, 132 

cause of black appearance, 26 

dilatation of, 215 

exclusion of, 121 

hemianopic reaction of, 218 

irregularity of, 121 

movements of, convergence and, , 
131 
disorders of, 130 I 

occlusion of, 121 

reaction of, 131, 132 

size, 130 
Pupillary membrane, persistent, 129 

reactions, 130, 215 
Pupils, inequality of, significance, ! 
214 I 

Purpura, 228 I 

I 
Quantitative light-perception, 

154 
Quinin-amaurosis, 240 

Quinin-amblyopia, 240 

I 
I 

Railway service, standard ofj 

vision for, 242, 243 
Real focus, 15 

Recurrent oculomotor paralysis, 63 
Red-blindness, 245 
Reflex disturbances, 46 
Refracting angle, 13 
Refraction, 11 

anomalies of, 23 

correction by compound lenses, 47 ' 

index of, 11 

measurement by oi)litlialmoscope, 
2J) 

of eye, 19, 22 ; 

of light, 11 i 

ophthalmometer for measuring, 
44 

ophthalmoscope, 26 
Relapsing fever, 233 
Relaxation of accommodation, 30 i 
Retina, detachment of, 17'> 

diseases of, 168 

glioma of. 174 

hemorrhage into, 168 ; 

slighter injuries to, 195 j 

traumatic detachment of, 195 
Retinal embolism, 172, 173 

thrombosis, 172, 173 

vessels, 29 
Retinitic atrophy, 179 



Retinitis, 168 

albuminuric, 169 

in pregnancy, 169, 236 
prognosis, 2*26 

circinate, 171 

diabetic, 227 

due to excessive light, 171 

leukemic, 170 

pigmentosa, 172 

proliferating, 172 

punctate, 171 

purulent, 168 

significance of, 216 

striate, 171 
Retinoscopy, 31 

astigmatism and, 44 
Retrobulbar neuritis, 178 
Reversal, point of, 31 
Rheumatism, 227 

Salicylic-acid amblyopia, 240 

Salt solution, physiologic, 191 

Santonin-poisoning, 241 

Scarlet fever, 231 

School children, examination of, 

eyes of, 242 
Scintillating scotoma. 220 
Sclera, diseases of, 119 

rupture of, 193 

staphyloma of, 119 
Scleritis, 119 
Scleroeorneal coat, penetrating 

wounds of, 198 
Sclerosis of vessels, eve-svniptoms, 

226 
Selerotico-choroiditis posterior, VM\ 
Sclerotomy, 166 
Scopolamin, 11)0 
Scotoma, color-, central. 215 

scintillating. 2;^) 
Seotoinata, 66 
Second sight, 151 
Secondary cataract, KJl 
Sector defect, 216 

homonymous, 68 
Septicemia, 233 
Sexual organs, diseases of, 236 
Shadow-test, 31 

astigmatism and, 44 
Sidcroscopc, 207 
Silver nitrate, 185 
Silver-nitrate jwisoning, 241 
Simple extraction of cataract, 159 
Skiascopy, 31 

astigmatism and, 44 
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Small-pox, 232 

Spasms, habit, 220 

Special orgaus, diseases of, 234 

Spheuoid sinus, disease of, 177, 234 

Spherical aberration, 4G 

lens, 13, 47 
Spherocylindrical lens, 42 
Spinal caries, 219 

cord, diseases of, 219 
Spud for removing foreign body 

from cornea, 202 
Squint, 48, 235 

absolute, 51 

accommodative, 52 

alternating, 52 

amblyopia and, 53 

comitant, 50 
treatment. 53 

concomitant, 50 

constant, 53 

convergent, 50 
treatment, 53 

convulsive, 52 

divergent, 51 
operations for, 58 

dynamic, 58 

heterophoria, 58, 60 

hysterical, 52 

intermittent, 52 

latent, 58 

monocular, 52 

monolateral, 52 

operating for, 55 

paralytic, 50, 60-62 
treatment, 53, 64 

periodic, 52 

relative, 51 

treatment, 54 

vertical, 52 
operations for, 58 
Staphyloma, posterior, 136 
Steel in eye, 207, 208 
Stell wag's sign, 221 
Stillicidium lacrimarum, 86 
Stomach, eye-disease and, 235 
Stop-speculum, 56 
Strabismus, 48. See also 8qnhit. 
Strabismus-scissors, 55 
Strength of lens, 17 

of prisms, 13 
Strumous eye-diseases, 228 

ophthalniia, 105-107 
Stye, 79 

Style, lacrimal. fM) 
Suhbyaloid hemorrhage, 168 



Sweet's X-ray apparatus to diagnose 

foreign bodies, 206 
Sydenham's chorea, 219 
Symblepliaron, 83 
Sympathectomy for glaucoma, 166 
Sympathetic inliammation, 140 
treatment, 146 

irritation, 139 

ophthalmia, 139 
Sympathizing eye, 141 
Synch ysis, 148 

scintillaus, 148 
Synechia, 111, 127 
Syphilis, 229 
Syphilitic chorioretinitis, 170 

T^NIA solium in vitreous, 149 
Tannin, 186 
Tarsitis, 79 
Tea-amblyopia, 241 
Teeth, disease of, 235 
Tenotomy, 56 

for squint, 55 
Tenotomy-hook, 56 
Tension of eyeball, 76, 163 

diminished, 167 
Tests and requirements of vision 
for schools, railroads, and 
public services, 242 
Tetany, 220 

Thomson's color-perception lantern, 
247, 248 

color-stick, 246 

color-test, 246, 247 

test-types, 244 
Thrombosis, retinal, 172, 173 
Tobacco-amblyopia, 2.36, 239 
Toric lens, 47 
Toxic amblyopias, 236 
Trachoma, 99-101 

Transparent substance, index of re- 
fraction of, 11 
Trial-set, 19 
Trichiasis, 85 
Trikresol, 184 
Trituration, direct, 156 

indirect, 156 
True image, 49 
Tubercular iritis, 124 
Tuberculosis, 228 

of choroid, 138 

of conjunctiva, 104 

of iris, 129 
Tumors, dermoid, 104 

of conjunctiva, 104 
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Twitching of lijjs. 81 
Typhoid fever, 2'Xi 

Ulcek, malarial, 109 
Uncinariasis, 155 
Uveitis, 123 

Vertigo, 219 
Virtual focus, Hi 
Vision, acuteness of, 20 
tests, 244 
field of, 64. See also Field of 

riifion. 
impainnent of, guarding against, 

249 
in optic neuritis, 176 
in railway service, 213 
Visual axis, 48 
paths and centers, 217 
requirements for Army and 

Navy, 243 
zone, 46 
Vitreous, artificial, imidantation of, 
145 
blood-vessels in, 149 
diseases of, 148 



Vitreous, foreign hotly in, 205 
X-ray in. 2(M> 
hemorrhage in. 119 
inllammation of, 118 
oimcities, \i> 
parasites in, 149 
taenia solium in. 149 

Wernicke symptom, 218 
White atrophy, 179 
Whooping-cough, 232 
Williams' color-perception lantern, 

247 
Wire loop, 158 
Wool-test, 245 
Word-hlindness, 222 

Xanthklasma, 80 
Xerosis, 104 

X-rav in f(»reign body in vitreous, 
' 20<> 

Yellow fever, 234 
oxid of mercury, 185 
vision, 235 

Zinc sulphate, 187 



SAUNDERS' BOOKS ON 



Musser and Kelly on 

Treatment 



NOW COMPLETE— IN THREE VOLUMES 

A Handbook of Practical Treatment. By 82 eminent 
specialists. Edited by John H. Musser, M. D., and A .O. J. 
Kelly, M. D., University of Pennsylvania. Three octavo vol- 
umes, averaging 950 pages each, illustrated. Per volume : Cloth, 

.00 net ; Half Morocco, $7.50 net. 



THE EMINENT CONTRIBUTORS 



A. C. Abbott, M.D. 
Isaac A. Abt, M.D. 
Sir Clifford AUbutt, M.D. 
James M. Anders, M.D. 
John F. Anderson, M.D. 
Le welly s F. Barker, M.D. 
Joseph C. Bloodgood, M.D. 
George Blumer, M.D. 
Sir Lauder Brunton, M.D. 
Charles W. Burr, M.D. 
Richard C. Cabot, M.D. 
James Carroll, M.D. 
John G. Clark, M.D 
Rufus L Cole, M.D. 
Warren Coleman, M.D. 
Matthew H. Cryer, M.D. 
Clinton T. Dent, M.D. 
Francis X. Dercum, M.D. 
Geo. E. deSchweinitz, M.D. 
George Dock, M.D. 
Isadore Dyer, M.D. 
David L Kdsall, M.D. 
William A. Edwards, M.D. 
Arthur W. Elting, M.D. 
John M. T. Finney, M.D. 
Charles H. Frazier, M.D. 
M. Howard Fussell, M.D. 



Thomas B. Futcher, M.D. 
John H. Gibbon, M.D. 
Joel E. Goldthwait, M.D. 
Samuel McC. Hamill, M.D. 
Hobart A. Hare, M.D 
Charles Harrington, M.D. 
Ludvig Hektoen, M.D. 
Albion Walter Hewlett, M.D. 
Guy Hinsdale, M.D. 
John Homans, M.D. 
Guy L. Hunner, M.D. 
Chevalier Jackson, ALD. 
Henry Jackson, M.D. 
Theodore C Janeway, M.D. 
J. H. Jopson, M.D. 
Maynard Ladd, M.D. 
Egbert Lefevre, M.D. 
James Hendrie Lloyd, M.D. 
G. Hudson Makuen, ^LD. 
Charles F. Martin, M.D. 
Edward Martin, ^LD. 
Charles H. Mayo, M.D. 
William J. Mayo, M.D 
Alexius McGlannan, ALD. 
R. Tait McKenzie, M.D. 
Herbert C. Moffit, M.D. 
Jesse AL Mosher, M.D. 



B. G. A. Moynihan, M.D. 
George P. Muller, M.D. 
John H. Musser, M.D. 
Edward O. Otis, M.D. 
Henry K. Pane oast, M.D. 
Roswell Park, M.D. 
Richard M. Pearce, M.D. 
George M. Piersol, M.D. 
Charles W. Richardson, M.D. 
David Riesman, M.D. 
Samuel Robinson, M.D. 
Milton J. Rosenau, M.D. 
Joseph Sailer, M.D. 
J. F. Schamberg, M.D. 
Henry Sewell, M.D. 
Bertram W. Sippy, M.D. 
William G. Spiller, M.D. 
J. Dutton Steele, M.D. 
Alfred Stengel, M.D. 
Charles G. Stockton, M.D. 
James E. Talley, M.D. 
E. W. Taylor, M.D. 
James Tyson, M.D. 
George H. Weaver, M.D. 
J. William White, M.D. 
Alfred C. Wood, M.D. 
Horatio C. Wood, Jr., M.D. 



JIPIA GNOSIS AND TREATMENT 



Cabot's Differential Diagnosis 

Differential Diagnosis. Presented through an analysis of 
385 Cases. By Richard C. Cabot, M.D., Assistant Professor of 
Clinical Medicine, Harvard Medical School, Boston. Octavo of 
764 pages, illustrated. Cloth,. I5. 50 net. 

NEW (2d) EDITION 

Dr. Cabot's work takes up diagnosis from the point of view of the/r^- 
senting symptom — ^the symptom in any disease which holds the foreground in 
the clinical picture : the principal complaint. It groups diseases under these 
symptoms, and works backward from them to the diseases behind them. 

Chas. Lyman Greene. M. D., University of Minnesota 

" It is one of the most valuable books that has been published in recent years or, indeed, 
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Diasmostic and Therapeutic Technic. By Albert S. 
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and infusion, hypodermic medication, Bier's hyperemia, exploratory punc- 
tures, aspirations, anesthesia, etc. 

Journal American Medical Association 
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ject of tuberculosis. The section on Physical Signs of fulmonary Tuber- 
culosis IS really a complete moni^raph on the pliysical diagnosis of diseases 
of ihe chest. Trealmenl is panicularly full and practical. There are chapters 
on prophylaxis ; open-air treatineiit, fully illustrated ; diet ; sanitarium and 
climatic tfealment ; therapeutic measures lo alleviate distressing symptomsi ■ 
and drug and vaccine therapeutics. I 
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diBEni'slic methods are presented in a forceful, definite Way by men who bl 
had wide experitnce at the bedade and in tlie clinical laboratory. 
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Pellagra. By George M. Niles, M. D., Professor of Gastro 
enterolog)' and Therapeutics, Atlanta School of Medicine. Oc*^ 
tavo of 253 pages, illustrated. Cloth, S3. 00 net. 

This is a book you must have to pet in touch with the latest fldvan 
Ceming this disease. It \i the first book 011 the subject by an j1 
mothor, and ihejti-j/ in any language adequately covering diagn. 
trtalment. 
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TOLSEY, M. D., Conbulting Surgeon to St, Bartholomew's 
Hospital, New York. Octavo o/ 1116 pages, with 750 illustra- 
tions, 16 in colors. Cloth, 57.00 net. J 
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This new work tiy Euch an eminent Balhorily is destined !□ take a leading 
ice among books on this subjecL Wrinen primarily for the general prac- 
oner, it giie^ liim just the inrormation he witihes to hove r^arding the use 
«{ medical electricity, the therapeuuc results obtained, etc. At the same time 
it tells the specialist how the most eminent electrotherapeutiSs are securing 
lestills, tbe latest authorities in every country having 1ieen consulted for de- J 
taiUof practical value. The work gives explicit directions for the care an<t 
regulalion of static machines, x-ray lubes, and all apinratus. Tbe aulbof 
Mis haw la makf x-ray piclura\i<j a practical technic easily followed, eveii 
though the operator be ineK|<erieaced in this Held. Being an anlharity ottl 
dentnt raiiiognifhy. the chapters on this si'le of the subject are particularfy^ 
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Tlie Thenpeutic Gazette 

"Dr. Tou«y'ili™k in»y btiiid lo contain nmclicully every iliing In ngard to mnliall 
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, lavo of 406 pages, with 346 illustrations. Cloth, ^3.50 net. 

ILLUSTRATED 
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.^lereise in the development of the normal body and in tbe cottec" 
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of 557 pages, with original illustrations. Cloth, S3. 51 

NEW (2d) EDITION 

In Dr. DaCosta's work every method given haa been carefully tested and 

I proved of value by the author himself. Notmal physical signs are explained 

In detail in order toaid the diagnostician in determining tbeabnomial. Both 

I direct and dilTerential diagnoses are emphasized. The 312 original illustra. 

artistic as well as practical. 

, Pro/fnor „f MidiH„i, Syracusi Vnivtrsity. 
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Sahli's Dia^ostic Methods 



ifj>. 



A Treatise oo Diasiiostic Metliods of Examlnatioa. 

£t Prof. Dr. H. Sahu. of Bern. Edited, with additions, by 
Xath'l Bowditch Potter, M.D., Asastant Professor of Clinical 
Medicine, Cblmnbia Univosity. Octavo of 1225 pages, pro- 
fusely illistiated. Clodt. $6.50 n^ 

THE NEW ^U) EDITION. KESET 
LeweHys T. Barioer. li.DL 

"' I JL3t <ieiS^e«dl ««&t k. ajski ac «iZ be a p wravrc to rrrnM»rwf k to our students in 
tite Jc&ss HcpJbns Mc&al SdkocL** 



Frieden¥fald and Ruhrah 

on Diet 



Diet in Health and Disease. Br Julius Friedenwald, 
\L O., Professor of Diseases of the Stomach, and JoftN Ruhrah, 
M. D., l^ofessor of l^>iseasesof Children, College of Physicians 
and Surv:eo:is. Rsdtiniv^re. Octavo of 764 pages. Cloth, 
$4.00 net. 

NEW .ad EDITION 

TKi:> wvvk v»Qtuii$ a c^mrr<te accoont of fcxxistnfl^ their oscs, and 
cht-iuiv;**. vVKUVXJttioa. FKetecic man«^:!Knefit in all d^sisases in which diet 
{v*A\>i A rari: :n tr^itmen: b> c;in»(\i!*y cccuadered, the articles on diet in diseases 
K>i' ihe vlii:o>::\e or^.iti^ cv»Qrjunia§r namenxis diet-lists and explicit instructions 
loi .ivhtit-n>tr*;k^t. V e :ee\iitt; vx' inrjmts and children, of patients before 
*l^l A'tet A:u>ch>:rs:ji Jiavi surv^ioil v>t^r.it:o"Sv are all taken up in detaiL 

G««««i» Dock. M. D,. 

'^ t; x«t>tjL tv tu< ;hji; \vu bunvY rrrpi&rvvi tbe 0Bto«t T&aable v<a>k of the kind now avail. 
Mt^V / Ji«i ^^«<^ .vaII^ ^-Avi 50 «♦ tix« Xnjtjf list ot analyses of ififfiiini kinds of food." 



Oertel on Bright's Disease 

The Anatomic Histoloj^ical Processes of Bright's Dis- 
ease. IJy HoRST OiiKTLL, M. D., Director of iht- Russell Sage 
Institute of Pathology, New York. Octavo of 227 pages, with 
44 text- illustrations and 6 colored plates. Cloth, J5.00 net. 
ILLUSTRATED 



This work deals wilh the analomic liislt 
disease, and in a somewhat difTereilt way rron 
where relations are emphasized ami an endei 
whole as a anil of interwoven processes. 

The Lftncel, London 
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Fenwick on Dyspepsia 



Dyspepsia. By William Soltau Fenwick, M. D., of Lon- 
don. Octavo of 485 pages, illustrated. Cloth, 53.00 net. 
Southern Medic&l Journal 



Smith'sWhat to Eat & Why 

What to Eat and Why. By G. Carroll Smith, M.D., 
Boston. lamo of 312 pages. Cloth, ^2.50 net. 

FOR THE PRACTITIONER 

With lliis book you no longer need send your patients to a specialist to 
be dieted — you will be nble to pre&cribe the suitable diet yourself, just as you 
do other forms of therapy, fir, Smilli gives " the why '' of each statement 
he makes. It is this knowing why which gives you confidence in the book, 
which makes you feel that Dr. Smith iaows. 



Slade's Physical Examination £f Diagnostic Anatomy 

Physical Examination Ann Diagnostic Anatomy.— By CharliiS 
B. Slade. M.D., Chief of Clinic in General Medicine, University and 
Bellevue Hospital Medical College. l2mo of 146 pages, illustrated. 
Cloth, Cl.2S"et. - 
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AMERICAN EDITION 

NOTHNAGEL'S PRACTICE 



I 



ALFRED STENGEL. M.D. 

I'rofessor of Medicine in ihe UniTcrsily of Pennsylvania 



Typhoid and Typhus Fevers 

liy Dk. H. Cursi:hmann, of Leipsic. Ediled, with additions, by 1 
William OsLKK, M. D., F. R. C. P., Oxford L'mvetsiiy, Oxford, I 
England. Octavo of 646 pages, illuslrati:d. 

Smallpox (including Vaccination), Varicella, Cholera J 
Asiatica, Cholera Nostras, Erysipelas, Crysip- 
eloid. Pertussis, and Hay Fever 

By Dr. H. Immbrmann, of Basle; Dr, Th. von JOnr.F.N 
TQbinEen; Dr. C. l.TEKKRMElSTKiMif Tllbii;gen ; DK. II. LeNhabtz, 1 
of Hamburg; and Dr G, STICKER, of Giesseu. The entire volume 
ediled, wiih additions, by .Sir J, W. Moore, M. D.. F. R. C. P. I., 
Royal College of Surgeons, Ireland. Oclavo of 68z page;., illustrated. 

[ INphtheria, Measles, Scarlet Fever, and Rotheln 

By William P. Nobthrup, M. D., of New York, and Dr. T: 

V'lN JOrgensen, of Tabingen. Th-e entire Tolume edited, with addiliona, J 
byWil.LTAM P. NOHTHRUf, M. D., Univetsity and Bellevue Hosfrital I 
Medical Collie. Octavo of 672 pages, illus" ■ ' 

Diseases of the Bronchi. Diseases of the Pleura, andf 
Inflammations of the Lungs 

By Dr. F. A. Hoffmann, of I.eipsic; Dr. O^Roskkbach, oC^ 



sylva 



.. Al'FREcht, of Maadebu^, 

with ailditions, by John H. Mt;ssEK, M. D., University of Petw 
. Octavo of 1029 pages, illustrated. 



Diseases of the Pancreas, Suprarenals, and Liver 

By Dr. L. Osf.R. of Vienna; Dh. E. Nijs.srr, of Vienna; and Drs. I 
H. Quincke and G. HorPE-SEYLER. of Kiel. Tlie entire volume | 
edited, with adiiilions, by Reuinald H. Fitz. A. M., M. D., 
Univcrsiiy; and Frf.herick A. Packarti, M. D., Pennsylra 
Children's Hospitals. Philadelphia. Octavo of 918 pages, illustrated. 

PER VOLUME: CLOTH, tS.OO NET; HALF MOROCCO. (6,00 ^BT 



PRACTICE OF AfEDIC/A-E 



AMERICAN EDITION 

NOTHNAGEL'S PRACTICE 



Diseases of the Stomach 

By Dr. K. Riegkl, of Giessea. Edited, with additions, by Chaki.es 
G. Stockton, M, D., University of Buffalo, Octavo of 835 pages. 

Diseases of the Intestines and Peritoneum E:<iition 

By Dr. Hermann NoTHNrtCEi,, of Vienna. Edited, with additions, 
by H. D. RoLLESTON, M. D., F. R. C. P., St. George's Hospital, 
l.ondo[i. Octavo of 1 100 pages, illustrated. 

Tuberculosis and Acute General Miliary Tuberculous 

By Dr. G. CoRNt;r, of Berlin, Edited, with addllions, by Walter 
B. James, M. D., Columbia University. New Vorii. Octavo of 806 page*. 

Diseases of Blood (Aneniia, Chhrons, Liukemia, Psmdotiukimia) 

By Dr. P. Ehrlich, of Frankfort-on-the-Main; Dr. A. Lazarus, of 
Cliarloltenbu:^ ; Dr. K. von Noorden, of Frankfort-on-the-Mainj and 
Dr. Felix PtNKUS, of Berlin. The entire volume edited, with od.Ii- 
tioiis, by Alfred Stf.ncei,, M, D., University of Pennsylvania. Octavo 
of 714 pages, illuslraleti. 

Malaria. Influenza, and Dengue 

By Dr. J. Mannabf.hg, of Vienna, and Dr. O. Li;ichtenstern, of 
Cologne. The entire volume edited, with additions, by ROXALD Ross, 
■^ R. C. S., University of Liverpool; J, W. W. Rtephess, M. D., 



769 pages, illustrated. 

Kidneys. Spleen, and Hemorrhagic Diatheses 

By Db. H. Senator, of Berlin, and Dr. M. Liti en, of Berlin, T! 
entire volume edited, with additions, by JAMES B. Herkick, M. T 
Rush Medical College. Octavo of S15 pa^ea, illustrated. 



Diseases of the Heart 

By Prof. Dr. Th. von JPrgensen, of TU 
KreKl, of Uriefswald; an.l Prdk. Dr. L 
Vienna. The entire volume c.iited, with addil 
M. D.. Tulane University of Louisiana. Oclav 

PER VOLUME: CLOTH. (E.OO NET; HALF MO 


bingen; Prof. Dr. L. 

VON SCHRiiTTER, of |^ 

on^, by George DockJ 
of 848 pages. ^^ 

ROCCO. S6.00 NET 

Secopd Edition 

By R. MflK GoEPP, 

hia Polyclinic. Octavo 

Cloth, (4.00 neL 

Vle4 \a, B. vpnii. aiA'uS.S-wA.- 


Goepp's State Board Questions 

Ktate Board Outvni.Ns and Answers. 
M. D., Professor of Clinical Medicine, Pliiladel 
of 71S pages. 

" Nothing bu been printed wblch is to adminU-f yAt 
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Stevens' Therapeutics New (sth) CdHioii 

A Text-Book of Modern Materia Medica and Therapeutics. 
By A. A. Stevens, A.M., M.D., Lecturer on Physical Diagnosis in the 
University of Pennsylvania. Octavo of 675 pages. Cloth, ^3.50 net. 

« 

Dr. Stevens' Therapeutics is one of the most successful works on the subject ever 
published. In this new edition the work has undergone a very thorough revision, 
and now represents the very latest advances. 

The Medical Record, New York 

" Among the numerous treatises on this most important branch of medical practice, 
this by Dr. Stevens has ranked with the best." 

Butler's Materia Medica New («h) Edition 

A Text-Book of Materia Medica, Therapeutics, and Pharma- 
cology. By George F. Butler, Ph.G., M.D., Professor and Head 
of the Department of Therapeutics and Professor of Preventive and 
Clinical Medicine, Chicago College of Medicine and Surgery, Medical 
Department Valpariso University. Octavo of 702 pages, illustrated. 
Cloth, $4.00 net; Half Morocco, ^5.50 net. 

For this sixth edition Dr. Butler has entirely remodeled his work, a great part hav- 
ing been rewritten. All obsolete matter has been eliminated, and special attention 
has been given to the toxicologic and therapeutic effects of the newer compounds. 

Medical Record, New York 

" Nothing has been omitted by the author which, in his judgment, would add to 
the completeness of the text." 

SoUmann's Pharmacology New (2d) edition 

A Text-Book of Pharmacology. By Torald Sollmann, M.D., 
Professor of Pharmacology and Materia Medica, "Western Reserve Uni- 
versity. Octavo of 1070 pages, illustrated. Cloth, ^4.00 net. 

The author bases the study of therapeutics on systematic knowledge of the nature 
and properties of drugs, and thus brings out forcibly the intimate relation between 
pharmacology and practical medicine. 

J. F. Fotheringham, M.D., Trinity Medical College, Toronto. 

" The work certainly occupies ground not covered in so concise, useful, and scien- 
tific a manner by any other text 1 have read on the subjects embraced." 

Amy's Pharmacy 

Principles of Pharmacy. By Henry V. Arny, Ph. G., Ph. D., 
Professor of Pharmacy at the Cleveland School of Pharmacy. Octavo of 
"75 pages, with 246 illustrations. Cloth, $^.00 net. 

GeOff^e Reimann, Ph. G., Secretary of the New Y'ork state Board of rharmacy. 

" I would say that the book is certainly a great help to the student, and I think it 
ought to be in the hands of every person who is contemplating the study of pharmacy." 
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Hinsdale's Hydrotherapy 

Hydrotherapy : A Treatise on Hydrotherapy in General ; 

Its Application lo Special AlTections ; the Technic or Processes 

Employed, and the Use of Waters Internally. By Guv Hinsdale, 

M. D., Fellow of the Royal Society of Medicine of Great Britain. 

• Octavo of 466 pages, illustrated. . Cloth, S3-S0 net. 

The irealmect of diseiise by hydrolhetapeulic measures has assumed such 
an impottaDt place in medical ]iraciice Iliat b 

work supplies all needs. Ii describes fully Ihe various kinds of liatlis, douches, 
sprays ; the appiicnlioi: of heat and cold; llie internal ose of mineral water) 
and all other procedures includeii under hyd roth erapentic measures. 

The Medical Record 



I, practical work on the 



t.li,tnlly fr 



i> <i.il,J 



Kelly's Cyclopedia of American 
Medical Biography 

Cyclopedia ol American Medical Biography. By How- 
ard A. Kkllv, M. D., Johns Hopkins University. Two octavos 
of 525 pages each, with portraits. Per set : Cloth, 810.00 net j 
Half Morocco, S13.00 net. J 



IN TWO VOLUMES 






I)t. Kelly, in these 
plele biographies of iho; 
Ihiiy to the advancement 01 nieaicin 
painstaking care assures accuracy of 
biOL^raphies included. 



Swan's Prescription-writing and Formulary 

rkK;.CBiPTH>N-wttiiiNr, AMI FokMui.AKv. liy Ji'HN M. Swan, 
M.D., Direclor CJIen Springs >anitiirium, Watkins. N. V. IJmo of iSS 
pages. I'lexibie cloth, St. 25 "el. 

Stewart's Pocket Therapeutics and Dose- 
book New (4th) Edition 
Pocket Therapeutics and Dose-bo(ik. By Morsk SiEWABr, Jr., 
M.D. jamo of 163 pages. Cloth, (\.oon«.. 
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GET A#Vi^«»S^«k«% '™^ NEW 

THE BEST immCriCall STANDARD 

Illustrated Dictionary 

The New (6th) Edition* Reset 

The American Illustrated Medical Dictionary. By W. A. ' 

Newman Borland, M. D., Editor of **The American Pocket 
Medical Dictionary.** Octavo of 975 pages. Flexible leather, 
114.50 net; with thumb index, 15.00 net. 

A NEW WORK— WITH ADDED FEATURES 

Howard A« Kelly* M. D*» Johns Hopkins University y Baltimore, 

" Dr. Dorlnnd's dictionary is admirable. It is so well gotten up and of such conve> 
nient sixe. No errors have been found in my use of it." 



Thornton's Dose-Book rourth Edition 

l)osK-Bo(^K AND Manual of PRKSCRiFnoN-WRiTiNG. By E. Q. 

Thornton, M. D., .Assistant Professor of Materia Medica, Jefferson 

MeiJical College, Philadelphia. Post-octavo, 392 pages, illustrated. 

Kloxihle leather, 52.00 net. 

*• It willalfv^ril me much pleasure to recommend the book to my classes, who often 
frtil lo llnd such information in their other text-books." — C. H. Miller, M.D., 
/*»."i'jj,«» .»'■ y*^fi»i»rti€v/.'0", SK^rthxvtstfrn University Medical School, Chicago. 

Lusk on Nutrition New (2d) Edition 

KlKMKNTS OK THE SCIENCE OF Xl'TRITION. By GrAHAM LuSK, 

rn.n., lVM'es>or of Physiolc^* in Cornell University Medical School. 
iK'taw^ v^f 40J j^ges. Cloth, $3,00 net. 

*' 1 xhail lexN^mmenvi it hijihly. It is a comfort to have such a discussion of the 
»utM(sM." I Kw Ki I N s K. Hakkkk, a1. D., Frtifessor q/' th* Prmc^Us and Fractice 
^' M4^im^J<Jkms .-7, ..*<•; -.y J'vJTvrrftdr. 

Hatcher and Sollmann*s Materia Medica 

.\ iKxrUooK OF Maffriv Mepica: including Laboratory Exer- 
oise^ \\\ iho MiNiolv\;jio and Chemic Examination of Drugs. By Robert 
A. U \iv'HFK» I'H. C, M. n. ; and TORALD SOLXMANN, M. D. i2mo 
of 1 1 \ ivijjes, Flevible leather* ^2.op neL 



Bridge on Tuberculosis 



/Vi'^Ki riivii.'t. B>' Norman Bridge, A. M., M, D. I2moof302 
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American Pocket Dictionary ^^ (^ff ^J 

The American Pocket Medical Dictionary. Edited by W. 
A. Newman Borland, M.D. Flexible leather, with gold edges, %\.oq 
net ; with thumb index, lti.25 net 

Eichhorst's Practice of Medicine 

A Text-Bo(3K of the Practice of Medicine. By Dr. H. Eich- 
horst, University of Zurich. Edited by A. A. Eshner, M. D. Two 
octavos of 6oo pages each, illustrated. Per set : Cloth, j{$6.oo net. 

Pusey and Caldwell on X-Rays Second Cditioii 

The Practical Application of the Rontgen Rays in Thera- 
peutics and Diagnosis. By William Allen Pusey, A. M., M. D., 
and Eugene W. Caldwell, B. S. Octavo of 625 pages, with 200 
illustrations. Cloth, $5,00 net. 

Cohen and Eshner's Diagnosis. Second Revised edition 

Essentials of Diagnosis. By S. Solis-Cohen, M. D., and A. A'. 
Eshner, M. D. Post-octavo, 382 pages ; 55 illustrations. Cloth, $\.oo 
net. In Saunders^ Question- Compend Series, 

Seventii 

Morris' Materia Medica and Therapeutics Edition 

Essentials of Materia Medica, Therapeutics, and Prescrip- 
tion-Writing, By Henry Morris, M.D. Revised by W. A. Bas- 
tedo, M. D., Instructor in Materia Medica and Pharmacology, Columbia 
University. 1 2mo, 300 pages. Cloth, ^i. 00 net. Saunders' Compends, 

^A^iams' Practice of Medicine 

Essentials of the Practice of Medicine. By W. R. Williams, 
M. D., formerly Lecturer on Hygiene and Instructor in Medicine, Cornell 
University, N. Y. i2mo of 460 pages. Double number, ^^1.75 net. In 
Saunders* Question- Compend Series, 

Sarton and Wells' Thesaurus 

A Thesaurus of Medical Words and Phrases. By Wilfred M. 
Barton, M. D., and Walter A. Wells, M. D. i2mo of 534 pages. 
Flexible leather, $2.50 net; with thumb index, $3.00 net. 

Mathews' How to Succeed in Practice 

How TO SUCCKED IN THE PRACTICE OF MEDICINE. By JOSEPH M. 

Mathews, M. D., LL.D., President American Medical Association, 
1898-99. i2mo of 215 pages, illustrated. Cloth, $1.$^ net. 

Boston's Clinical Diagnosis Second Edition 

Clinical Diagnosis. By Laboratory Methods. By L. Napoleon 
Boston, A. M., M. D., Adjunct Professor of Medicine, Medico- 
Chirurgical College, Philadelphia. Octavo of 563 pages, with 330 illus- 
trations, many in colors. Cloth, ^^4.00 net. 

Arnold's Medical Diet Charts 

Medical Diet Charts. Prepared by H. D. Arnold, M. D., 
Professor of Clinical Medicine, Tufts Medical College, Boston. Single 
charts, 5 cents ; 50 charts, $2.00 nei •, $00 c\v«oc\s»» V'^.^» ^^"^N ^^*=^ 
charts, $30.00 net. 
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Saunders' Pocket Formulary New (9th) Eauoa 

Saunders' Pocket Medical Formulary. By William M. 
Powell, M. D. Containing 1900 formulas from the best-known 
authorities. In flexible leather, with side index, wallet, and flap. 
$1.75 net. 

Jakob and Eshner*s Internal Medicine and Diagnosis 

Atlas and Epitome of Internal Medicine and Clinical Diag- 
nosis. By Dr. Chr. Jakob, of Erlangen. Edited, with additions, by 
A. A. EsHNER, M. D. 182 colored figures on 68 plates, 64 text-cuts, 
259 pages of text. Cloth, $3.00 net. In Saunders' Hand- Atlas Series. 



Lockwood's Practice of Medicine ReviJ3'*E5S 

A Manual of the Practice of Medicine. By Geo. Roe Lock- 
wood, M. D., Attending Physician to the Bellevue Hospital, New York 
City. Octavo, 847 pages, illustrated. Cloth, $4.00 net. 

Gould and Pyle*s Curiosities of Medicine 

Anomalies and Curiosities of Medicine. By George M. Gould, 
M. I)., and Walter L. Pyle, M. D. Octavo of 968 pages, 295 en- 
gravings, and 12 full-page plates. Cloth, $3.00 net. 

Jelliffe's Pharmaco^Snosy 

An Introduction to Pharmacognosy. By Smith Ely Jelliffe, 
Ph. D., M. D., Columbia University, New York. Octavo of 265 pages, 
illustrated. Cloth, $2.50 net. 

Stevens' Practice of Medicine New (9th) Edition 

A Manual of the Practice of Medicine. By A. A. Stevens, 
.\. M.. M. D.. Professor of Therapeutics and Clinical Medicine, Woman's 
Medical College. Philadelphia. i2mo, 573 poges, illustrated. Flexible 
leather, ;?2.5o net. 

Camac's Epoch-MakinsS Contributions 

Eikkth-making Contributions to Medicine and Surgery. By 
C\ N. B. Camac, M. n., of New York City. Octavo of 450 pagcs, 
with jx^nraits. Artistically bound, ^00 net 

Todd*s Clinical Diagnosis xi^ i^e^ \t^^S£L 

Clinical Diagnosis. Bv Tames Campbell Todd, M.D.. Professor 
of l»athology. University of Colorado, Denver. 121110 of 455 P*ges, 
Ulusiratevi. 'CU4h, $i.2% neC 
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